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foo often, rollicking winter fun results 

in “‘stuffed-up” noses! Fortunately, no 

one need abandon the former to avoid the 

latter. Metaphedrin Inhalant No. 99 offers 

the physician a prompt, convenient and 
effective method of providing relief from 
nasal congestion caused by head colds. In 

this inhalant, Ephedrine 1° and Metaphen 
1:2500 are combined in a light, bland mineral 

oil to offer effective “double action.” Ephe- 
drine promotes free sinus ventilation and drain- 
age by decongesting and shrinking affected nasal 
mucous membranes; while Metaphen exerts a 
bacteriostatic effect on infected nasal secretions. 
In addition, fewer applications are necessary be- 
cause the ephedrine content is slowly released 
providing a more continuous effect. Acquaint 


yourself today with the singular advantages of 


Metaphedrin Inhalant No. 99. Ethical pharmacies 


are well-stocked with this inhalant in 1-fluid 
ounce, 4-fluid ounce, ]-pint and 1-gallon bottles. 


Abbott Laboratories. North Chicago, Tlinois 


ALG 5. PA rf 
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of clinical 
success 
can’t be 
wrong! 
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OR over fifty years, many physicians have prescribed 

Pancrobilin for the relief of intestinal stasis—so frequently 
engendered by a functional deficiency of the liver, gall- 
bladder, or pancreas. 

Pancrobilin Tablets are uniquely formulated. They contain 
the cholagogic and laxative agents, cascara, podophyllin, and 
phenolphthalein—so mild and efficacious—but, most impor- 
tant, desiccated pancreas and the bile salts, sodium glyco- 
cholate and taurocholate. 

Their administration provides a rational and successful 
approach to the activation of pancreatic and biliary secretion, 
the promotion of intestinal digestion, the mitigation of putre- 
faction, and the invigoration of peristalsis. 

FORMULA: Each tablet contains: pancreas desiccated, purified 
bile salts, phenolphthalein ' gr., podophyllin '% gr., and extract 


cascara sagrada 4 gr. AVAILABLE: In bottles of 100, 500, 
or 1000 tablets. DOSAGE: For adults, 2 tablets at bedtime. 


REED & CARNRICK 
JERSEY CITY - NEW JERSEY 


Samples on request! 


FOR CONSTIPATION 
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. Editorial ” 


Conquerors of Yellow Fever 


DURING and after the Spanish-American War, 

yellow fever killed more of our soldiers than 
did the bullets of the enemy, so when the army of 
occupation took charge in Cuba, physicians came 
with it, whose duty it was to control this pestilence, 
which had been endemic in Havana for more than 
200 years. Among these were Majors William C. 
Gorgas and Jefferson R. Kean. 

Vigorous sanitary measures were at once inau- 
gurated, but they had little effect on this particular 
malady, the death rate from which, in May and 
June, 1900, was alarming. 

On June 21, Major Kean was stricken with the 
disease; and four days later his old friend, Major 
Walter Reed, came to his bedside and there saw 
his first case of yellow fever. That afternoon, 
Major Reed and three other army medical officers, 
Drs. James Carroll, Aristides Agramonte, and Jesse 
W. Lazear, sat on the veranda of the officers’ 
quarters at the Columbia Barracks post hospital 
and held the first meeting of the United States 
Special Yellow Fever Board, which was to become 
world-famous. 


The epidemiologic studies that were undertaken 


showed such peculiar conditions that the members 
of the Board were deeply puzzled. And then 
someone remembered that Dr. Carlos Findlay, an 
important physician of Havana, had been trying 
for years to get his confreres to accept his “ridic- 
ulous” idea that yellow fever was carried by 
mosquitoes, but had been unable to give them 
any convincing proof. (It turned out, later, that 
the reason for his failure was because he had made 
his inoculations at the wrong time). 

As all “orthodox” sanitary measures had 
failed, the Board decided to give Dr. Findlay’s 
notion a searching trial, in which the kindly old 
physician cooperated enthusiastically; but as no 
lower animal was then known to be susceptible to 
this disease, the experiments had to be made on 
human beings, and the members of the Board 
(except Maj. Reed, who had been ordered to 
Washington temporarily, on official business) were 
the first volunteers. 

Their earliest attempts at inoculations were 
unsuccessful (for the same reason that Dr. Find- 
lay’s had been so), but on August 27, 1900, Lazear 
inoculated Carroll (this is the scene shown in the 





32 Editorial Department 


picture), who, a few days later, came down with 
an attack of yellow fever that nearly killed him. 
This, with another successful attempt on a scornful 
soldier who “wasn’t afraid of any damned gnat” 
(and thus achieved fame as the first enlisted 
“volunteer”), proved that they were on the right 
track, and this proof was confirmed when, about 
two weeks later, Lazear, who had permitted an 
infected mosquito to bite him, developed the dis- 
ease and died of it on September 25. In all.this 
work, Gen. Leonard Wood, Governor-General of 
Cuba (himself a physician), gave his hearty co- 
operation. 

Space does not permit a detailed account of 
the experimental camp that was established, a 
mile from Columbia Barracks, and named Camp 
Lazear, in which the epoch-making experiments 
were carried out that conclusively proved the 
soundness of Dr. Findlay’s idea and made possible 
the conquest of this dread disease. Here the two 
enlisted men, who volunteered their services with- 
out pay, “in the interests of science’’—Private 
John R. Kissinger and Acting Steward John J. 
Moran, of the Hospital Corps—made for them- 
selves a deathless reputation. This dramatic story, 
more fascinating than any novel, should be read, 
in full, by all physicians. 

Our frontispiece is not a photographic represen- 
tation of an actual scene, but is true to life in 
spirit and in all minor details, which required 
months of study and research to assure their ac- 
curacy. It was painted by Dean Cornwell, as 
the third of the series, “Pioneers of American 
Medicine,’ which is being sponsored by John 
Wyeth & Brother. It was unveiled, at the Cleve- 
land convention of the A.M.A., in June, 1941, 
by Miss Blossom Reed, daughter of the Major, in 
the presence of officials and other distinguished 
physicians and laymen, and of Private Kissinger, 
who still survives. 

The persons in the picture not mentioned in this 
story are: Lieut. Truby, commanding the post 
hospital at Columbia Barracks; Dr. Ames, who 
cared for the experimental yellow fever patients; 
Dr. Cooke, a contract surgeon, who took part in 
the experiments; and Pvt. Jernigan, of the Hospital 
Corps, a later volunteer. 

The heroes of the army are not, and never have 
been, all in the combatant forces. 


f 


The real secret of success is to be on the spot with the 


right equipment when opportunity happens along.—Rosert 
OUILLEN, 


A 


Special to Service Men 


One contribution that we can make to our coun- 
try’s war effort is to offer a special service to phy- 
sicians who are actually serving with the armed 
forces (Army, Navy, or Marines) by reducing, in 
their regard, the subscription price of CLINnIcAL 
MeEpIcINE one-half, for the duration of the war. 
This reduction is available to new and old (re- 
newing) subscribers, but applies only to one-year 
subscriptions, and in order to obtain it the sub- 
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scriber must state his military grade and the 
specific organization with which he is serving. It 
does not apply to reserve officers who are not on 
active duty. 

In order that our subscribers may not miss any 
issues, we will change their addresses as often as 
may be necessary, but to gain this advantage they 
must cooperate by advising us, as soon as they 
know there is to be a change, stating when it is 
to be made and giving the old and new addresses 
clearly and legibly. A post-card will do. We can- 
not be responsible for changes unless we are noti- 
fied at least one month in advance. 

We are eager to be helpful to all our subscribers, 
and will appreciate their telling us how we can 
serve them best. 


o 


Sacrifice gives worth and dignity to life—Samuer B. 
PETTENGILL. 


A 


Domestic Food Supplies in Wartime 


As 1s World War No. 1 (but earlier and, per- 
haps, a bit more so), a form of hysteria (in this 
case, partly synthetic) seems to have suspended 
the thought processes and common sense of a 
good many people, so that they are rather frantic- 
ally hoarding food stuffs. 

It is improbable that this is happening in the 
families of many physicians, who are thoughtful 
men, by training and by long practice, but this 
state of affairs puts them in a position to correct 
the fuzzy thinking among their patients and 
friends, and they should do so, as a matter of 
routine. 

If we do not give away all our supplies to other 
nations (as there seems some tendency to do, in 
certain quarters), there is enough wheat now in 
storage to supply our needs for a year; and, in 
the past, serious efforts have been made to reduce 
the quantity of sugar available, so there should be 
no anxiety on that score. The same or somewhat 
similar conditions exist in regard to many other 
foodstuffs. Merely putting millions of men in 
uniform does not increase the number of mouths 
we have to feed. 

But there may be temporary dislocations in 
our system of distribution, and the director of 
wartime health and welfare services has suggested 
that it might be a good idea to keep on hand, at 
all times, a sufficient supply of staples to last one’s 
family four days, including, for a family of four, 
4 or 5 pounds of canned meats or fish; a pound 
of dried beans or peas; a dozen cans of vegetables 
(stressing tomatoes); half a dozen cans of fruit 
and jams, and as many more of fruit juices; a 
pound or two of dried fruits (prunes, apricots, 
raisins) ; a dozen cans of evaporated milk; several 
small jars of cheese; a dozen chocolate bars and 
a pound of cocoa; a pound or two of sugar; a 
moderate supply of tea and coffee; and such other 
foods, that will keep, as may seem especially de- 
sirable. 

Anyone who has space and other facilities for 
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a vegetable garden and a chicken coop, will do 


well to put them to work. 


Graduate Course Begins 


habits. 


The personal broadcasting of these suggestions 
will be a definite contribution to the safety and 


welfare of our citizens. 


od 


To be happy, we must master the technic of happiness. 


A 


Tobacco and the 
Doctor 


W ue a patient wants in- 
formation about some 
manufactured or processed 
food product, he _ turns, 
quite naturally, to his fam- 
ily physician. For that 
reason, many of the manu- 
facturers of such products 
consider it wise to tell their 
stories to the doctors, 
through the advertising 
pages of their medical jour- 
nals, and no one questions 
the propriety of such ac- 
tion. 

Of course there are a 
good many infants and in- 
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patients intelligently in regard to their smoking 


A 


He who is ignorant is dead already.—Manty P. Hatt. 


A 


Graduate Course Begins 


Tue prompt response to our request for your 





NEXT MONTH 


Dr. Carlos P. Lamar, of 
Miami, Fla., will discuss, with 
an illustrated case report, the 
subcutaneous implantation of 
testosterone in male eunuchoid- 
ism. 

Dr. I. S. Trostler, of Chicago, 


‘will present, in handy tabular 


form, the differential diagnosis 
of diseases of the liver. 


COMING SOON 


“Intra- Abdominal Visualiza- 
tion (Peritoneoscopy), by 
William Y, Lee, M.D., Philadel- 
phia, Pa. 

“The Management of Urinary 
Stones by the General Practi- 


counsel regarding a serial 
postgraduate course has 
been so enthusiastic that we 
are giving you the first in- 
stallment of it this month, 
under the title, Clinical 
Medicine Graduate Course. 
Look it over carefully 
and tell us how you like 
it, also how you think it 
could be improved. If any 
questions arise in your 
mind, send them in and we 
will try to answer them or 
have them answered for 
you. If you have not al- 
ready sent us your opinion 
of the general idea, send it 
now. We want to hear from 
as many of our readers as 


valids, and a few other 
people, in this country who 
do not use tobacco, but 
among our adult and ado- 
lescent population the use 
of this beneficent “Indian weed” is wellnigh as 
universal as is that of food. Moreover, there are 
several maladies in which control or suspension of 
the use of tobacco is more important than regu- 
lation of the diet. 

Under such conditions, we consider that we are 
doing our readers a service when we give the manu- 
facturers of tobacco products an opportunity to 
present the scientific facts about them in a digni- 
fied and ethical manner. In this way, physicians 
can obtain information that may be of personal im- 
portance to them, and are enabled to advise their 


Mathe, M.D., 





tioner,” by Charles Pierre 


Francisco, Calif. 


possible. 

If you know some teach- 
er whose presentation you 
would like to see on some 
subject, send us his name, 
address, specialty, and the subject, and we will 
do our best. 

The instructors we have in mind for this course 
are busy men, and it may not always be possible 
to get together the material for an installment 
in every issue of “C.M.,” but we will try to 
arrange that there shall be, and will depend upon 
your understanding if there is not. 

The good you will get out of this new depart- 
ment will depend on how carefully you study it, 
check it, and ask questions and make suggestions 
about it. 


F.A.C.S., San 





MENDICANTS 
(Tanka) 
Small, hungry, gray birds 
Wait shivering in the snow 
For crumbs thrown to them. 
Chilled by your frown, I like them, 
Beg kind words to feed my heart. 


G.B.L. 
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Vinethene Anesthesia* 


By 


Marvin L. State, M.D., High Point, North Carolina 


Every general clin- 
ician finds it neces- 
sary, almost daily, 
to perform minor 
operations in the 
office or home. Dr. 
Slate seems to have 
found the ideal 
anesthetic for use in 
such cases. 


Dr. SLATE 


HIS paper is based upon the statistics gathered 

from a series of 100 consecutive tonsillectomies 
and adenoidectomies; four years’ experience in the 
use of Vinethene for myringotomies and other 
minor surgery in the office—three years for mas- 
toidectomies, and one year with the anesthetic 
used as an induction agent preceding ether for gen- 
eral surgery; and one case of acute appendicitis 
and three of acute mastoiditis, in which Vinethene 
was the only anesthetic agent administered. 


Vinethene consists of about 96.5 percent of pure 
vinyl ether, about 3.5 percent of absolute alcohol, 
and 0.01 percent of an oxidation inhibitor. The 
alcohol is added to prevent freezing of moisture 
which accumulates on masks or in gas machines 
due to the cold induced by the high volatility of 
vinyl ether, and the oxidation inhibitor is intro- 
duced to offset rapid decomposition on exposure to 
light and air. 


It is a clear liquid, dispensed in brown bottles. 
It has a characteristic odor, a low boiling point 
(82° to 87° F.), and decomposes when exposed to 
light or air. It should be kept in tightly stoppered 
bottles and stored in a cool, dark place. 


Advantages of Vinethene 


Some of the special characteristics of this drug 
are: 

1—Convenience, simplicity, and ease of admin- 
istration, a drop method acting as pleasantly as 
nitrous oxide and ethylene. 

2—Rapidity with which unconsciousness may be 
produced. 

3—Usually little excitement during the induction. 

4—Rapidity with which the level of surgical 
anesthesia may be reached. 


*Read before the Section on general practice of medicine 
and surgery, State Medical Society, Pinehurst, N. C., May, 
1941. 


5—Adequate degree of muscular relaxation 
which may be attained. 

6—Rapidity with which reflexes return when 
the anesthetic is stopped. 

7—Promptness with which complete conscious- 
ness returns. 

8—Rarity of vomiting and nausea. 

The patients included in this study ranged 
from 19 months to 16 years of age. More than 66 
percent were between the ages of 4 and 8 years. 
The preoperative condition of these patients was 
satisfactory, the majority being in excellent condi- 
tion; a small number showed evidence of 
malnutrition. 


Premedication 


The following table shows the type of premedica- 
tion used, which was worked out according to the 
age and the general state of nutrition of the pa- 
tient. Atropine should be used in all cases to pre- 
vent excessive salivation, the same as for any gen- 
eral anesthetic. In myringotomies there was no 
noticeable increase in saliva without atropine. 

2 years—1/400 gr. atropine 

3 years—1/300 gr. atropine 

4 years—1/200 gr. atropine; %4 gr. Seconal 

4% years—1/200 gr. atropine; 34 gr. Seconal 

5 to 6 years—1/150 gr. atropine; %4 gr. Seconal 

7 to 11 years—1/150 gr. atropine; 1% gr. Seconal 

12 to 16 years—1/150 gr. atropine; 1% gr. 
Seconal; % gr. morphine 

It was found unnecessary and inadvisable to 
give premedication to those patients who were to 
be ambulatory immediately after anesthesia, as in 
the cases of paracentesis of the ear drum and 
furuncle of the auditory canal; also in the shorter 
operations upon the eyelids and lacrimal ducts. 


Method 


Anesthesia was induced by the open drop tech- 
nic, using 12 or 14 layers of gauze, approximately 
8 inches square, placed over the face in such a 
manner that the area of gauze upon which the 
anesthetic was dropped did not come in direct con- 
tact with the skin or mucous membrane. Although 
mention has been made of precautions against 
causing a burn or facial irritation, this was not 
experienced in our series of cases. A wire ether 
mask of the Yankauer type is suitable in older 
children and was used where Vinethene was em- 
ployed as the induction agent preceding ether 
anesthesia. The eyes were protected with liquid 
albolene or mineral oil. 

The dropper tip was held close to the mask to 
prevent loss by evaporation before the drops 
reached the vaporization surface. The rate of 
administration was slow—between those of chloro- 
form and ether—using only 4 or 5 drops with the 
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first few breaths, to prevent the sense of strangling 
or suffocation, and then gradually increasing as the 
stage of unconsciousness approached. The patient 
was advised to count aloud, providing he could 
count. Consciousness was lost in from 30 to 60 
seconds, and usually there was no excitement ex- 
cept in patients under four years of age, who usu- 
ally cried until they went to sleep. The average 
time for surgical anesthesia was 44% minutes. 

Surgical anesthesia is recognized by regular 
respiration, which is usually quiet and even, and 
relaxation of the skeletal muscles. The eyelids re- 
main open and the eyeballs are active in the first 
plane of anesthesia; in the third plane the lids re- 
lax, the eyeball is fixed, and the pupil usually 
dilates, as in deep ethyl ether anesthesia. It re- 
quires from 60 to 90 drops per minute to maintain 
surgical anesthesia. An average of 100 cc. of 
Vinethene is used per hour. 

The amount of Vinethene required in these cases 
varied from 15 to 50 cc., depending upon several 
factors, such as prolonged bleeding, spongy tonsils, 
and the lack of proper sedation prior to the admin- 
istration of the anesthetic. The average amount 
used was 26 cc. per patient. Where more than two 
patients are to be operated upon in sequence, it is 
more economical to start with a 50 cc. bottle and 
supplement with a smaller bottle (Vinethene is 
, marketed in bottles of 10, 25, 50, and 75 cc.). 

The operating time, although somewhat variable, 
was also dependent upon the same factors which 
governed the amount of Vinethene used. One case 
was prolonged because of stoppage of the rubber 
tubing to the suction machine by a blood clot. The 
average operating time per patient was 11 minutes. 
No patient was removed from the operating table 
until all bleeding had been checked. The operating 
time was considerably less in the late cases of this 
series, where there was no bleeding—usually from 
6 to 9 minutes. 

No complications were encountered in this series, 
but one patient, aged 2 years, did stop breathing 
temporarily and became cyanotic after the opera- 
tion was started. I believe that this was a reflex 
condition due to opening the mouth too wide and 
too much flexion of the head. The child responded 
well to artificial respiration and oxygen. 

Recovery was rapid in all cases, and was particu- 
larly free from untoward symptoms. Nausea and 
vomiting were conspicuous by their absence. This, 
to my mind, is one of the outstanding character- 
istics of this anesthetic. The absence of any exces- 
sive sweating, as is so often seen with ethyl ether, 
is also a salient point. 


Vinethene As An Induction Agent 


Vinethene as an induction agent has been em- 
ployed in all of the mastoid cases, regardless of age, 
and was used alone in three cases of acute mastoid- 
itis, in patients 2 months, 8 months, and 8 years of 
age, respectively. I have also used it routinely dur- 
ing the past year, before ether anesthesia, in gen- 
eral surgery, and in one case of acute appendicitis, 
years ago. 

The lad, 8 years old, who was operated upon for 
acute appendicitis under Vinethene anesthesia was 
the son of a local surgeon, who chose this drug in 
preference to ether because he felt that it would 
less likely produce bronchial irritation, since the 
patient already had a definite upper respiratory 
tract infection. In spite of this care, he developed 
a mild case of pneumonia on the second postopera- 
tive day, but recovered. 

It has been very satisfactory because of the sim- 
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plicity of apparatus and administration and the 
smoothness and rapidity of anesthesia. It is of para- 
mount advantage in situations in which a gas- 
oxygen induction is not available, as is the case in 
some of the smaller hospitals. The psychologic fac- 
tor of sparing the patient a prolonged ether induc- 
tion is also important. 

The premedication varied according to the ages 
of the respective patients. The usual drugs—atro- 
pine and morphine, alone or with one of the bar- 
bituric acid preparations, such as Nembutal or 
Sodium Amytal—were administered. The barbitur- 
ate derivative was given the night before and the 
morning of the operation. There were no cases of 
excitement attributed to the anesthetic, and only 
one case of nausea and vomiting, which occurred 
after ether was started. No cyanosis was observed. 

From the hospital attendants and the surgeons in 
charge, I have learned that nausea and vomiting 
occurred less frequently, the reaction time from 
the anesthetic was much shorter, and that post- 
operative gas pains and the tendency to gaseous 
distention of the bowels were markedly reduced, as 
compared with straight ether anesthesia. 


Clinical Observations* 

1—Brief induction period. 

2—Definitely less respiratory tract infection or 
irritation following tonsillectomies and adenoid- 
ectomies, as compared to ethyl ether cases. Not 
adequate for adults, as they react too quickly and 
the pharyngeal reflexes are too active. 

3—Negligible excitement period. 

4—Marked reduction in the number of cases of 
postoperative nausea and vomiting. 

5—The pleasant mental reaction of the patient 
with the occasional exception of adults. 

6—No postoperative complication that could be 
traced to the anesthetic. 

7—Absence of sweating. 

8—Rapid return to the conscious state. 

g—Shorter duration of postoperative care, from 
10 to 15 minutes being adequate for the nurse in 
attendance. 

10—Smoothness of anesthesia. 

11—Convenience of administration. 

12—Less mental torpor on the part of the an- 
esthetist, as compared with ethyl ether, as a result 
of inhaling the fumes. 

13—Less bleeding during the operation. 

14—Less bleeding during the winter months, as 
compared to summer months. This should encour- 
age more tonsil and adenoid operations during the 
cold weather. 

15—The greater the pre-anesthetic sedation, the 
more tendency there was to prolonged bleeding. 

16—No evidence of any skin or mucous mem- 
brane irritation with the use of gauze instead of a 
mask, without the use of a face cream. 


Summary 


From clinical experience in 100 consecutive ad- 
ministrations in tonsillectomies and adenoidectom- 
ies; perhaps an additional 100 administrations as 
an induction agent preliminary to ether; and four 
years’ experience with this agent in short cases 
such as are seen in the office and home, I feel that 
Vinethene anesthesia has a definite place in the sur- 
gical armamentarium. It is an unexcelled general 
anesthetic agent for office and out-patient or home 
practice, 

Professional Bldg. 


*Made with the cooperation of Dr. Leath. 





Sublingual Medication, Effective 


Mastication, and Obesity 


By 
HerRMAN J. AcHarp, M.D., Glendale, Calif. 


Every clinician has 
frequently wanted 
to obtain the 
prompt action of 
some drug, when a 
hypodermic injec- 
tion was impractical 
or injudicious. Dr. 
Achard's suggestions 
will solve this prob- 
lem, in many cases; 
and the method 
works! 


Dr. AcHARD 


N The Prescriber for October, 1916 (p. 389), it 

is said that W. Paulson, as much as thirty years 
earlier, had urged upon the medical profession the 
method of sublingual medication as being, often, 
preferable to the subcutaneous one. He claimed 
that immediate absorption takes place in the sub- 
lingual space, which is always smooth, never be- 
coming furred like the tongue, and never becoming 
covered with mucus, as the gastric mficosa always 
is when in active rebellion or, maybe, covered by 
half-digested food. 

In the November, 1916 issue of The Practitioner 
(p. 493), Cooper supported the views of Paulson, 
having found sublingual medication effective and 
prompt in action in many cases where the intro- 
duction of medicines into the stomach was im- 
possible. He pointed out that, in contrast to the 
hypodermic mode of administration, no apparatus 
is required; there is no need to sterilize a hypo- 
dermic syringe or to practice other precautions; 
and, moreover, that medicines can be given in this 
way by any attendant other than the physician. 

An editorial writer in Clinical Medicine for 
January, 1916, where these remarks have been re- 
corded, said that he had often ordered alkaloidal 
granules to be placed in the mouth and allowed 
to dissolve there for prompt absorption. The 
method is undoubtedly an excellent one and of 
special applicability for children, who are likely 
to be terrified by hypodermic injections. 

While the sublingual method has often been sug- 
gested in the intervening years, its rationale being 
taken for granted, a recent study in Medizinische 
Welt, March 8, 1941, xv, p. 241, serves to provide 
a scientific background for it. The author, Dr. 
Karl Barth, in Bad Nauheim, discusses the utiliza- 
tion of the oral mucous membrane because of its 
ability to absorb remedies given by mouth, and 
claims for it many advantages. 

He says that, as long ago as 1868, the late Prof. 
Rudolph Virchow stated the fact that food will 
give a beneficial effect even before actual digestion 
has taken place. At that time, and especially under 
the influence of the Pawlow gastric-fistula dog, a 
psychic influence of the sight of appetizing food 
was postulated. However, Dr. Barth claims that, 
if the restoration of physical and psychic strength 


could take place through purely nervous influences, 
it would be sufficient to look at food or smell it, 
to get the benefit. As a matter of fact, however, 
such a beneficial influence does not take place 
until some of the food has been chewed for a 
while, and then the strengthening influence is 
noted. The explanation is that the oral mucous 
membrane is able to absorb soluble constituents of 
the food. 

This fact has been utilized in the armies and 
also by mountaineers, who suck a lump of sugar 
or a bit of chocolate, never failing to get the bene- 
fit from it. We recall that such a favorable influ- 
ence was observed by the soldiers of the British 
army during the Boer War, more than thirty years 
ago and, after that occasion, chocolate was fre- 
quently given to soldiers on strenuous marches. 
Barth points out that a portion of the juices con- 
tained in the first few bites of the chewed food 
reaches the lymph and blood vessels of the oral 
cavity, and from there goes directly into the gen- 
eral circulation. The rapid absorption and prompt 
effect are exerted upon the generous circulation in 
the cervical region, so that substances entering the 
blood can promptly reach the general circulation. 

This fact has been utilized for the absorption of 
medicinal agents which are given by mouth. We 
know that angina pectoris patients carry granules 
of nitroglycerin with them and place one of them 
under the tongue if an attack threatens. It is 
enough, if they carry their nitroglycerin in a 1- or 
2-percent alcoholic solution in a small vial, that 
they merely lick the cork. 

The explanation of the physiologic processes that 
render absorption from the oral cavity easy was 
studied by Dr. Barth himself, who wishes to en- 
courage and popularize this method, which may 
prove of value, for instance, in obstreperous chil- 
dren who simply will not swallow “medicine,” but 
who might get the needed benefit from placing 
remedies under the tongue, or at least on the in- 
side of the cheek. 

He states that he has employed Testoviron for 
patients with beginning prostatic hypertrophy, by 
placing “vanilla sugar” or sugar with cinnamon in 
a teaspoon and adding a dose of the oily Testo- 
viron to it, which then was taken very easily. This 
method is much preferred to the intramuscular in- 
jection, and relieves both patient and physician of 
the frequent, costly, and sometimes inconvenient 
intramuscular injections, and may add to the will- 
ingness of the patients to take the treatment for a 
sufficiently long time. 

Conscientious mastication and thorough mixing 
of the masticated food with saliva is of special use- 
fulness with regard to the carbohydrate constitu- 
ents of the food, which are thus subjected to the 
influence of the ptyalin, the starch being converted 
into dextrin and maltose. In keeping with the find- 
ings mentioned, it is quite possible that a portion 
of the dextrin and maltose is carried directly into 
the circulation, where it supplies energy. The satis- 
faction to the sense of hunger is incidental, but 
none the less valuable, especially in obese patients 
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who are large eaters and whose appetites can be 
reduced to rational limits in this manner. I urge 
my fat patients to chew slowly and to stop eating 
when their actual hunger is appeased. As this 
thorough chewing brings about satisfaction sooner 
than is the case after gobbling, an important step 
can be taken in the anti-obesity measures. 

In addition to the possibility of lessening the 
amount of the ingested food when the patients 
masticate conscientiously, it may be possible to 
overcome another factor in the development of 
obesity by prescribing Panocrin-A. I have been 
assured by several patients that they lost part of 
their excess weight while taking this remedy. It 
has often seemed to me that, in a way, obesity is 
the result, not merely of faulty eating, but of in- 
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complete digestion and assimilation, inasmuch as 
unutilized portions of food stuffs may be stored as 
fat, though, to be sure, that is not invariably the 
case. Undigested food that remains in the in- 
testine is most likely to be carried on through the 
colon and rectum and discharged. At any rate, it 
seems that, in all cases of food allergy, with its 
manifold and variable clinical pictures, the treat- 
ment may become more effective by insisting on 
deliberate mastication, not only for the reason that 
this makes the later steps in digestion more effec- 
tive, but also because the actual hunger is appeased 
sooner and the intake of food is lessened auto- 
matically, and for that reason the chances of com- 
plete utilization are improved. 


920 East Broadway. 


lonization in Endoeerviecitis. Cervicitis. 
And Erosions 


By 
WiLtiAM Epwin Grounp, M.D., F.A.C.S., Superior, Wis. 


Every active general 
clinician sees cases of 
uterine cervical disease 
almost every day; and 
the usual routine treat- 
ments are far from sat- 
Dr. Ground 
here offers suggestions 
that be put to 
practical use by all who 
treat women patients. 


isfactory. 


can 


Dr. Grounp 


HE uterine cervix is one of the most important 

organs in the female reproductive system. Ow- 
ing to its strategic position and its rich vascular 
and lymphatic supply, it is in a state of turmoil 
throughout the greater part of a woman’s life. 
Located at the gateway between the infected va- 
gina and the sterile endometrium and peritoneum, 
it is the first line of defense against bacterial inva- 
sion. Infection, endocervicitis, and cervicitis are 
distinct clinical entities, separate from diseases of 
the uterus, the tubes, and the ovaries. 

Within forty-eight hours after a female baby is 
born, the vagina becomes the habitat of micro- 
organisms which it maintains throughout life; and 
there is an accretion as time goes on, mainly owing 
to its close proximity to the anus and to the in- 
troduction of foreign bodies into the vagina, such 
as the douche tube, instrumentation, coitus, and 
pregnancy. 

The structure of the cervix lends itself readily 
to infection, as it is not unlike the tonsil, and is 
sometimes called the “pelvic tonsil.” Like the 
teeth and tonsils, the cervix may be the seat of 
focal infections. Its deeply-situated, compound 
racemose glands make the cervix a situation ideal 
for the harboring and promulgation of an infective 
process (see Fig. 1). 

The important réle played by the cervix, as a 


focus of infection capable of disseminating micro- 
organisms and their toxins to more distant struc- 
tures, is not fully appreciated by most practition- 
ers. An infected cervix is the potent factor in the 
causation of tubo-ovarian disease, pelvic cellulitis, 
lymphangitis, and adenitis, the symptoms of which 


Fig. 1: Semidiagram (adapted from 


Crosse n) 
the complexity of the cervical glands. 


showing 


are pain in the lower abdomen and bladder, men- 
strual trouble, general ill-health, fatigue, head- 
aches, cardiovascular disturbances, backache, and 
arthritis, in addition to the usually well recognized 
symptoms of cervical infection, such as leukorrhea, 
erratic bleeding, and dyspareunia. I believe that 
the uterine cervix is the most important factor in 
pelvic disease and most resistant to satisfactory 
treatment. Furthermore, it is the seat of 90 per- 
cent of uterine cancers. 

The incidence of cervical infection is very large. 
In upwards of 6,000 women successively examined, 
Fulkerson found that a little more than one-third 
had cervical infections, and the condition existed 
in 78 percent of all patients between the ages of 
20 and 40 years. Other authorities differ but 
little in their estimates of its frequency, and it is 
safe to say that, alone or in combination with other 
lesions, it is present in from 70 to 85 percent of 
all gynecologic patients. 
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So constantly do we find women complaining 
of backache, low belly pain, tenderness, leukorr- 
hea, dyspareunia, and bearing-down sensations, 
that I have dubbed this complex “the cervicitis 
syndrome.” Not all of these symptoms are found 
in every case, but most of them are. 

Many physicians do not pay much attention to 
the cervix unless it is badly lacerated and eroded, 
but many cases of endocervicitis and cervicitis 
do not have such a gross appearance. Cervices, 
the external opening of which is surrounded by a 
ring of red, swollen, and pouting endocervix, may 
be as badly infected as the torn and eroded ones, 
and are as much in need of treatment. 


Fig. 2: A set of Ground cervical electrodes, with active 
tips of soft copper. 


Heretofore, the treatment of cervicitis has been 
most unsatisfactory. The usual douches, tampons, 
and topical applications have been found of little 
practical value. When the cervix became marked- 
ly hypertrophic and eroded from deep-seated infec- 
tion, trachelorrhaphy or amputation has been 
performed. This procedure mutilated the cervix so 
much that its function as a physiologic organ was 
destroyed. Or, what was little better, the erosions 
and the cervix were subjected to linear cauteriza- 
tions, which produced a fairly good le»king ex- 
ternal cervix by cicatricial contraction. What hap- 
pens to the underlying, embedded and entrapped 
infection, I leave to your imaginaticn That 
linear cauterization can sometimes be done with 
advantage is agreed, but the vast majority of cases 
are best treated by ionization. 


Treatment 


In the treatment of cervical infection, ioniza- 
tion has no equal. These ions penetrate deep into 
the cervical crypts, thus eliminating infection most 
thoroughly with the least mutilation and alteration 
of structure and function. 

Most backaches in women are due to or aggra- 
vated by infection of the cervix, which is carried 
through the lymphatics to the glands deep in the 
pelvis and extending up the spinal column. These 
infected glands are tender, and if they lie close 
to the sacro-iliac joints, they set up a chain of symp- 
toms that is frequently referred to as “sacro-iliac 
strain.” The prompt and remarkable relief af- 
forded these patients is striking, and for this con- 
dition alone, the practitioner interested in this 
kind of work would be justified in installing a gal- 
vanic machine. 

By ionization is meant the throwing off of the 
ions of certain metals into the surrounding tissues, 
and these ions can be liberated and disseminated 
only by the galvanic current. Some are thrown 
off at the positive pole and some at the negative. 
The ones we are now considering (copper, zinc, 
silver, and mercury, to mention a few of those 
most useful for this purpose) are liberated at the 
positive pole. I use copper mostly, because it is 
a potent infection remover and tissue alterative, 
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and because its action is so easily demonstrated, 
because the copper ions stain the tissues green, 
and this effect is readily discernable. 

There are many copper and zinc electrodes on 
the market, but I have devised a model which fills 
the bill admirably (see Fig. 2). The outstanding 
feature of these electrodes is their adaptability, 
since the active tip is of the exact length of the 
cervical canal and there is a shoulder to prevent 
the protrusion of the electrode into the uterine 
cavity, where injury to the endometrium might 
result. The stock electrodes are too long and are 
not well adapted. A prominent New York gynecol- 
ogist designed a set of the proper length, but their 
tips were straight. I have used these along with 
mine, and in certain cases, particularly the wide- 
open cervix, they do very oak. but for the general 
run of cases they are poorly adapted, because the 
average cervical canal is slightly curved and, to 
get the best results, the electrode must fit snugly 
at all points. One cannot fit a straight rod to a 
curved canal any more than one can fit a square 
plug in a round hole. 

Some familiarity with the electric current is 
assumed, particularly the galvanic. For this spe- 
cial procedure, a large dispersing pad, soaked in 
salt solution, is placed on the lower abdomen and 
connected with the negative pole. The cord is 
attached to the positive pole, which is the intra- 
cervical electrode. 


Ground 


Fig. 3: Semidiagram 
holder in use. 


showing the electrode 


With the patient in the dorsal position, a bivalve 
speculum is introduced into the vagina, the cervix 
exposed, and the proper size electrode inserted. 
This should just fit the canal without looseness and, 
on the other hand, without undue stretching of the 
cervix. In the former case, this treatment would be 
less effective, and in the latter slight pain might be 
caused, particularly if the terminal end pushes 
against the internal os. Otherwise the operation is 
painless. The treatment lasts from 15 to 20 min- 
utes, using from 15 to 20 milliamperes of current. 

When all is in readiness, the current is turned 
on very slowly and steadily—almost imperceptibly, 
in fact. There is sometimes a pricking sensation 
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under the abdominal pad, due largely to turning 
on the current too fast or not allowing time for the 
skin to become moist; or the pad may not come in 
perfect contact with the skin uniformly, allowing a 
slight space between the skin and pad thus forming 
an arc. The tendency here is to lift the pad, 
whereas just the opposite is the thing to do. Have 
the patient, with both hands spread out, make uni- 
form pressure on the pad or, still better, provide a 
sandbag of proper size and weight to hold it snugly 
in place. The electrode should be held gently in 
position for a few minutes, after which the elec- 
trode is firmly stuck to the endo-cervix and will 
stay in place without aid from the doctor or nurse. 
More stability of the electrode can be secured by 
packing cotton loosely in the speculum, which is 
retained in position throughout the treatment. 

I have devised an apparatus (see Fig. 3) which 
we use in this office, consisting of an electrode 
holder that sets upon a shelf made of a thin board, 
such as a shingle about sixteen inches long and 
seven inches wide, which is slipped under the pa- 
tient’s buttocks. The electrode is adjusted to the 
cervix and clamped into the holder, which secures 
the proper position throughout the treatment, thus 
saving the time of the doctor or the nurse. This 
holder is sufficiently firm to secure the electrode 
holder in position throughout the treatment, and 
yet admits of a certain elasticity that assures the 
patient against injury should she move while the 
electrode is in position during the treatment. 

Since many women find it is tiring to hold their 
knees in the proper position during a treatment, I 
have worked out a leg holder (see Fig. 4) to re- 
lieve this strain, which is decidedly grateful to most 
patients. 

When the time comes to remove the electrode, 
the current should be turned off steadily and 
slowly, so as to avoid producing a shock. If the 
electrode is stuck, so that any considerable force 
is required to remove it, the current can be re- 
versed for a few moments, making the intra- 
cervical electrode negative instead of positive. 
This will liquify the coagulated albuminous ma- 
terial that collects around the electrode and allow 
it to slip out easily. 

My results have been checked and re-checked 
over a number of years. I have practiced this pro- 
cedure for nearly a generation, and we know what 
happens to our patients, for they are mostly our 
friends and neighbors; not like a large clinic, get- 
ting its material from wide-spread and remote 


areas, where it is not practical to maintain a re- 
liable follow-up. 


Summary 
Most women, especially those who have borne 
children, have one or more of the following symp- 
toms: low belly pain or uneasiness, backache, 
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leukorrhea, and a bearing-down sensation. These 
are so definitely the signs of an infected cervix, that 
I have designated them as the “cervicitis syn- 
drome.” 

The cervix structure is much like that of the 
tonsils—in fact, it has been called the pelvic tonsil 
—and it is just as capable of producing focal in- 
fection symptoms as are the teeth or tonsils. 

The infected cervix is the most common cause of 
female pelvic ailments. Infection of the tubes, 
ovaries, and other parametrial structures starts in 
the cervix, so it is more logical to treat the cervix 
than to remove the tubes. 

Never cauterize the cervix, for the infection is 
deep in the cervical glands and the scar, which al- 
ways remains, seals the infection in the deeper cer- 


Fig. 4: Ground leg holder. The cuffs at the ends are 
strapped around the thighs, just above the knees, comfort- 
ably snug. The central bar is adjustable from 10 to 15 
inches, 


vical structures. Erosions, unless there is much 
laceration, will disappear when the deep cervical 
infection is removed. 

Cauterization of cervical erosions often produces 
a nice cosmetic effect, but it leaves scar tissue, 
which always contracts and produces a diminution 
of the lumen of the cervical canal, which prevents 
drainage, both of menstrual blood and endometrial 
secretions, and thus causes a certain amount of 
back-pressure, so that the woman, after a few 
months, will complain of uneasiness in the side, 
especially beginning a day or two before the men- 
strual period. 

I began cauterizing the cervix years ago, but I 
soon learned that it was a poor policy, because it 
mutilated the cervical canal, rendering it incapable 
of physiologic action. I saw the error of my ways 
and sought a method of removing cervical infec- 
tions without mutilation, deformity, or much al- 
teration or function. I have found this best ac- 
complished by cervical ionization. 
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FAME AND GREATNESS 


In the Temple of Fame there are too few niches occupied by the bene- 
factors of mankind—the humanitarians, the men of peace, and the pioneers 
of science and industry. Conversely, there are far too many niches taken up 
by the successful butchers of their race, and wealthy dunces. 

It would seem that the greatest man is he who is slow to wrath, and bears 
the heaviest burdens with fortitude; who yields not to panic in the hour of 
danger, and who, in the time of trial, places his trust in a god. Such a man 
is great, and he can not bequeath a better heritage than his good name to 
those who bear it—The Kalends of the Waverly Press. 





Notes from the International 


Medical Assembly 


Part Il 
Reported by George B. Lake, M.D., Waukegan, III. 


PROSTATIC OBSTRUCTION 


By William E. Lower, M.D., F.A.C.S., 
Cleveland, Ohio 


Cleveland Clinic 


Nor all men have benign prostatic hypertrophy, 
but the relationship between the testes and the 
prostate has been proved. Eunuchs do not suffer 
from prostatism. 

Obstruction of the urethra is serious, and we 
must make a diagnosis without using a cystoscope 
unless it is definitely indicated. 


Fig. 5: Emptying the distended bladder with a trocar. 


The use of unsterile sounds and catheters has 
done much harm. If a soft-rubber catheter does 
not enter the bladder easily to relieve distention, 
do not try to force a passage with a stiff catheter, 
but use a trocar and cannula, in the patient’s home. 
Plan the operation. When the cannula is in place, 
a cystoscope may be passed through it (instead 
of through the urethra), if necessary. Never per- 
form cystoscopy before a transurethral resection. 


Technic of Trocar Puncture 

1. Make a skin wheal, with procaine solution, 
3 or 4 inches above the pubis (not too close to it— 
see Fig. 5). 

2. Make a small skin incision through the wheal. 

3. Insert the trocar and cannula into the blad- 
der with a boring motion. 

4. Remove the trocar and insert a soft-rubber 
catheter through the cannula. 

5. Remove the cannula and fasten the catheter 
in place. 

In acute retention, drain the bladder at once; 
in chronic retention, drain gradually. Study the 
patient’s heart and kidney function carefully be- 
fore performing any prostate operation, and do 
not operate until he is in good general condition. 

Prostatic carcinoma is inhibited by diminishing 
the androgens in the patient’s blood (castration), 
and made worse by their increase. 


THE ANEMIAS 

By Russell L. Haden, M.D., F.A.C.P., Cleveland, O. 
Cleveland Clinic 

Presnicious or macrocytic anemia is a combina- 


tion of three diseases: One of the gastro-intestinal 
tract (shown by the raw tongue); another of the 


nervous system (shown by the neural symptoms) ; 
and the third of the blood itself. The achlorhydria 
pertains to the first disease; the absent vibratory 
sense and altered reflexes to the second; and the 
high color index (which means large red cells, well 
filled with hemoglobin—megaloblasts) to the third. 

Idiopathic pernicious anemia responds to liver 
treatment (the stomach is not producing certain 
necessary substances), because liver develops the 
stroma of the blood, while iron merely increases the 
hemoglobin. If hydrochloric acid is present in the 
stomach, the case is not one of the idiopathic per- 
nicious type, and if the blood can be brought back 
to normal, the patient will be well. Such cases may 
result from a deficient diet, especially after re- 
peated pregnancies. 


If the color index is low, due to iron deficiency, 
the red cells will be small (microcytic or secondary 
anemia). If disease of both types is present, we 
may find red cells of normal size. Iron deficiency 
is ten times as common in women as it is in men. 
All children at puberty, and women in the child- 
bearing age, should be given iron during one 
week of every month. 


Iron is useless except when the color index is 
low. When indicated, the ferrous salts (sulfate or 
chloride) are best, and should be given in ade- 
quate doses, which vary with the preparation used. 

The routine for giving liver extract in idiopathic 
macrocytic anemia, using a product containing 15 
units to the cubic centimeter, by injection, is: 

cc. daily for two weeks. 

cc. twice a week for three months. 
cc. once a week for three months. 
cc. twice a month for six months. 
cc. once a month for life. 

If spinal cord lesions are present, a less-concen- 
trated liver extract should be used, and combined 
with the vitamin B complex. All these patients 
should have a diet containing plenty of meat, fruit, 
and vegetables, and liver once a week. 

The tongue is a good index of the efficacy of the 


treatment used. If it returns to normal, the treat- 
ment is effective. 


AUTOMOBILE INJURIES 
By John J]. Moorhead, M.D., F.A.C.S., 


New York, N. Y. 
Prof. Clin. Surg., N. Y. Postgrad. Med. School 


P ezsons injured in automobile accidents should 
be moved carefully, with as little disturbance as 
possible; carried on a shutter, with the legs tied 
together and the arms to the body; and treated 
within six hours, for best results. 


Clean all wounds thoroughly, with soap and 


water. If they are cleanly incised, put in stitches, 
but do not tie them for 3 or 4 days. If lacerated 
or crushed, debride until you get bleeding, normal 
color, or contractility; then put in stitches (ti 
them later) and a sulfa drug; immobilize moving 
parts; put the patient to bed and watch him. 
If there is clearly irreparable damage to a limb, 
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amputate it by the simplest method. If there are 
fractures, the procedure is: (1) Differential diag- 
nosis; (2) reduction—by hand first; then by 
straps, if necessary; by open operation only as a 
last resort; (3) immobilization. 

Automobile injuries are frequently multiple. In 
ankle fractures, watch the third or interosseus 
malleolus, which tends to spread the mortise of the 
joint. If the patella is involved in a knee fracture, 
let it alone unless it is comminuted, in which case, 


Fig. 6: Details of lower end of a cast for knee fractures. 


shell out the fragments. In “bumper fracture” 
(comminuted) of the upper ends of the tibia and 
fibula, one never has to operate. If synovitis de- 
velops, aspirate the joint. 

In putting on a cast for a knee fracture, carry 
it well above and below the joint; cut out a piece 
over the arch of the foot, so that the patient can 
wiggle his toes (see A, Fig. 6), and incorporate a 
roll of bandage at the back (B, Fig. 6), to take 
pressure off the heel. 


NONOPERATIVE TREATMENT OF 
SINUS DISEASE 
By George E. Shambaugh, Jr., M.D., Chicago, Ill. 
Asso. Clin. Prof. of Laryngol. & Otol, 
Rush Med. Coll. 


Tus patient with sinus disease needs rest, general 
and local. The nasal and sinus mucous membranes 
are air conditioners, and the cilia and mucous film 
are necessary parts of the mechanism and must be 
preserved or restored. Beware of radical surgery 
that destroys or distorts the anatomic and physi- 
ologic relationships! 

Rest from the function of air conditioning can 
be obtained by closing the windows of the sick- 
room; keeping the air moist, warm, and free 
from smoke (including that of tobacco) constantly; 
putting the patient to bed; and opening up the 
sinus openings so as to permit free drainage. This 
last can be done by instilling into the nose, 2 or 3 
times a day, a 1:16 solution of Neosynephrin in 
physiologic salt solution. Locally applied heat is 
better than diathermy. Surgery should be con- 
sidered only if there is an orbital abscess or osteo- 
myelitis of the skull. 

Acute sinusitis, if treated with rest, is self-lim- 
ited; chronic cases are rarely or never so, even 
with radical surgery, which is out of date. 

In chronic sinusitis there is frequently an allergy 
factor (especially in patients who have asthma), 
plus secondary infection, with or without some 
organism that furnishes a special allergen. There 
are masses of eosinophils in the mucous membrane. 
If the condition is purely allergic the discharge will 
be thick, sticky mucopus. 

If there is a pure infection of anaerobic organ- 
isms, headaches and other symptoms are rare; 
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there are no eosinophils in the pus, which is fre- 
quently foul; polyps are rare and fibrous; and 
secondary arthritis is apt to develop. In such cases 
one must irrigate and drain the affected sinuses 
(generally the maxillary), and perhaps cut a win- 
dow under the middle turbinate. 

In the allergic cases the trouble is apt to be bi- 
lateral; headaches are common and other symp- 
toms severe, relative to the amount of infection; 
the mucous membrane desquamates; and polyps 
are common and edematous. If the allergens are 
of the inhalant type, skin tests may help in diag- 
nosis and desensitization can be carried out. Not 
so with the food allergens, where elimination diets 
must be used in diagnosis. Wheat, milk, eggs, 
chocolate, orange, and coffee are the commonest 
food allergens, and must be eliminated when iden- 
tified as such. 


CONVULSIONS 
By Walter E. Dandy, M.D., L.L.D., F.A.C.S., 
Baltimore, Md. 
Adjet. Prof. of Neurol. Surg., Johns Hopkins Univ. 
Sch. of Med. 


Recurring convulsions always indicate a lesion of 
some sort in the cerebral hemispheres (not in the 
cerebellum or medulla), as can be demonstrated 
at operation or autopsy. If due to tumors (as they 
are in about 20 percent of the cases), they are 
apt to begin at about 25 to 30 years of age. 

Other causes of convulsions are congenital de- 
formities in the convolutions, blood vessels, or 
other structures; healed abscesses; or severe injuries 
to the brain. A patient who has a head injury 
causing unconsciousness for 5 or 6 hours, has a 
75 percent chance of developing epilepsy. 

In focal epilepsies, affecting one arm or leg, 
for instance, we have an indication of the point 
to begin our studies; but we can generally find 
some suggestion in the type of auras present, for 
epilepsy explodes all functions, not merely the 
motor, and an aura of taste, smell, numbness, or 
speech disturbance may point to the location of 
the lesion. If this is in a “silent” area, there will, 
of course, be no aura. 

Active lesions generally (but not always) cause 
more severe convulsions than quiescent ones. 


GLAUCOMA AND THE GENERAL 
CLINICIAN 
By Harry S. Gradle, M.D., F.A.C.S., Chicago, Ill. 
Prof. of Ophthalmol., Northw. Univ. 
School of Med. 


I. Is sometimes said that 8 percent of eye dis- 
orders not caused by injury are glaucoma, but 
that figure is too low. It should be 15 or 20 per- 
cent. The disease has long been known, but only 
recently are we taking steps to prevent its causing 
blindness by calling attention to the vital im- 
portance of an early diagnosis, which must be made 
by the general clinician, if sight is to be saved 
Most cases occur in people past the age of 40 
years, so if the eyes of all patients more than 30 
years old were examined routinely, practically 
every case could be detected early. The chronic 
form is ten times as common as the acute, and 
ten times as insidious and hard to recognize. 

A characteristic finding in all cases of glaucoma 
is hardness of the eyeball, and all physicians should 
practice palpating normal eyes until they get the 


“feel” of them, so that they can recognize an 
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abnormal hardness when they encounter it. Face 
the patient and tell him to look down; then palpate 
the eyeball, through the upper lid, with two finger- 
tips gently pressing alternately. 


Acute Glaucoma 


In acute glaucoma there is excessive pain in the 
affected eye or eyes; the cornea looks steamy; the 
pupil is slightly dilated, irregular, and fixed; vision 
is reduced to light perception; and the eyeball is 
stony hard. Gastric disturbances frequently mask 
the eye symptoms, so all cases of such disorders 
should at least have the eyes palpated, and if the 
case is at all suspicious, shoud be examined with 
an ophthalmoscope, which all physicians should 
learn to use and should carry constantly, as they 
do a stethoscope. Time (hours, not days) is a 
vital element in sight saving. In bilateral cases, 
to delay placing the patient in the hands of an 
expert ophthalmologist for 24 hours, generally 
means blindness. 


Clinical Medicine 


The physician who makes the diagnosis should 
immediately begin instilling a 1-percent solution 
of an eserine salt every 15 minutes for several 
hours, and then less often until an ophthalmologist 
takes over the case. 


Chronic Glaucoma 


Three factors enter into an early diagnosis: (1) 
A history of difficult adjustment of the eyes to 
light and darkness, and pain in the eyes after hard 
use and in the morning; (2) hardness of the eye- 
ball; and (3) the ophthalmoscope shows an ex- 
cavated optic nerve head. 

These patients should be placed in the hands 
of an ophthalmologist as soon as is practicable 
(within a week or two, at most), for long and 
difficult studies. The general clinician who makes 
the diagnosis should tell the patient that there will 
be no improvement in his vision, and that he will 
have to use vigilant care, under competent advice, 
for the rest of his life, in order to keep what he has. 


Progress in Urology 


Part II 
By 
B. C. Corpus, Jr., M.D., M.S. 
Lieut. Med. Res. U. S. Navy, Great Lakes, III. 


Testicular Enlargements 


Testicular enlargements are an important part of 
a general urologic practice. Practically speaking, 
they fall into four groups: (1) Infectious type, 
such as epididymitis, both specific and nonspecific; 
(2) traumatic, epididymo-orchitis, such as semi- 
noma; (3) teratomas of the testicle; and (4) hy- 
drococle of the tunica vaginalis. 

Epididymitis of specific nature has been lessened 
in its severity by the advent of chemotherapy. 
Important adjuncts are rest in bed, local heat, and 
elevation. Nonspecific epididymitis is almost in- 
variably a complication of upper urinary tract in- 
fection, and its correction is embodied in the treat- 
ment of the primary condition. The traumatic 
swellings are treated symptomatically, unless they 
are extensive and contain large amounts of clotted 
blood. In this event, scrotal incision, for evacua- 
tion of clotted blood, is indicated as soon as the 
diagnosis is established. 

Tumors of the testicle are rather poorly organ- 
ized in the minds of many of us, due to the 
variance in terminology of their pathologic classifi- 
cation. It may be helpful to remember that prac- 
tically all neoplastic growths in the testicle occur, 
primarily, from two cellular derivations: The 
seminoma from the adult, completely-differentiated 
germinal epithelium; and the teratoma from the 
embryomal or undifferentiated cells of ecto-, endo-, 
and mesoderm. The latter possess a far higher 
degree of malignancy. 

The diagnosis of these tumors includes a pain- 
less, firm swelling of the testicle, which does not 
transmit light and which may or may not show 
x-ray evidence of metastases. Treatment consists of 
orchidectomy, which should be preceded by a 
course of deep x-ray therapy. 

A certain percentage of teratomas of the testes 
will show prolan in the urine, which will render 
the Aschheim-Zondek test positive. When found 


to be present, this is a definitely helpful diagnostic 
adjunct, but when prolan is absent it by no means 
rules out testicular tumor of embryonal-cell types. 

Hydrocele of the tunica vaginalis presents little 
difficulty in its detection or management. Any 
painless swelling of one or both testicles, which 
transmits light, means fluid in the sac of the tunica. 
This is usually of primary idiopathic origin, al- 
though rarely it is encountered secondarily to the 
orchitis of mumps. When painful, in the latter 
case, it should be allowed drainage, usually by 
puncture. 

Idiopathic hydrocele is best treated by the inver- 
sion of the tunic. In the so-called Battle operation, 
with a high scrotal incision, the sac is delivered in 
toto, punctured, and fluid entirely drained. The 
sac is then split vertically throughout its length, 
turned inside out, and returned to the scrotum. 
Complete hemostasis is important, in order to avoid 
postoperative hematoma formation. A small rubber 
drain may or may not be used. 

Injection treatment for this condition has been 
carried out, using quinine hydrochloride and ure- 
thane as a sclerosing agent to act on the secreting 
surface of the tunica, but the infrequent scrotal 
slough rather places the surgical procedure above 
it. Children as young as 4 or 6 years are bene- 
fited, as well as adults, by surgical correction. 


Painless Hematuria 


Painless hematuria is a problem which often per- 
plexes the urologist as well as the general medical 
man. The textbook causes of hematuria make a 
long list, but I shall mention only the causes most 
frequently encountered and those which I believe 
have not been sufficiently stressed. 

The triad of stone, tuberculosis, and tumor 
is well known to us all, and should remain 
foremost when any consideration of this kind is 
broached. The fact that hydronephroses may bleed 
is accepted, but infrequently mentioned. The pres- 
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sure upon and subsequent rupture of cortical ves- 
sels from the encroaching intrapelvic and intra- 
calycal tension may produce a somewhat prolonged 
hematuria, causing great distress to the patient and 
some bewilderment on the part of his doctor. 
Benign prostatic hypertrophy may cause an attack 
of bleeding, from adenomatous congestion. 

Small calculi, often never visualized, may pre- 
cipitate bleeding, which may rarely be the only 
signal of their passage. With the advent of chemo- 
therapy and its refinement, it has been demon- 
strated, experimentally and clinically, that the 
acetylized forms of both sulfapyridine and sulfa- 
thiazole are capable of forming sharp, calculus-like 
crystals which injure the ureteral and pelvic walls 
in their passage sufficiently to cause a typical at- 
tack of hematuria. 

Clinically, these patients sometimes present the 
picture of a renal colic, just as severe as that pro- 
duced by a mineral calculus. Fortunately the 
acetylized salts of sulfapyridine and sulfathiazole 
are readily soluble in water, so the treatment of 
this condition merely requires the forcing of 
fluids. 

In urinary infection of low grade, hematuria is 
occasionally encountered. This is usually due to 
papillitis or rupture of the minute branches of the 
intralobular artery supplying the renal papillae. 

In concluding the discussion of hematuria, the 
fallacy of branding a patient with the diagnosis of 
“essential hematuria” is important. Such a con- 
clusion means either diagnostic indifference or care- 
lessness on the part of the attending physician, for 
in 9 cases out of 10, the causes of bleeding can 
be ascertained, if properly and _ systematically 
investigated. 


Cause of Prostatic Hypertrophy 


The prostate has previously been referred to 
among lesions causing obstuction to the vesical 
neck. Considerable progress has been made in ex- 
plaining its long-obscure etiology on a hormonal 
imbalance basis. Experimental prostatic hyper- 
trophy in the dog has been produced by the admin- 
istration of female sex hormone. It is known that 
human beings contain both androgen (male) and 
estrogen (female) values. The normal male has a 
preponderance of androgen and in the normal 
female estrogen predominates. The exception 
occurs in homosexual types, where the ratio is 
reversed. In the elderly male who is afflicted with 
prostatism, the total androgen decreases, whereas 
the estrogen value remains stationary, thus produc- 
ing a relative preponderance of the female hor- 
mone, the experimental counterpart of which 
occurs in the dog experiments. 


Cancer of the Prostate 


Carcinoma of the prostate has long been the 
bugbear of all urologists. When the diagnosis has 
been made sufficiently early, in rare cases the 
radical nerineal removal has been successful, in the 
hands of those few who have been trained in the 
procedure. The majority of these cases are treated 
palliatively, by transurethral removal of their ob- 
structing tissue. With or without subsequent deep 
x-ray therapy, the prognosis remains about the 
same. 

Recent experimental and clinical investigation 
along this line has proved to be very encouraging. 
Several years previously, it had been known that 
deep therapy to the testes, in people with prostatic 
cancer, produces clinical regression of the growth, 
but just why this took place could not be explained. 
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Recent studies have shown that malignant prostates 
were accompanied by an increased amount of phos- 
phatase in the blood plasma. Removal of the 
testicles produced a return to normal of the serum 
phosphatase level, and simultaneously anatomic 
regression of the carcinomatous gland. Clinically 
these patients gain weight, overcome their anemia, 
develop appetites, and their general health returns 
to a remarkable degree. Rectally the characteristic 
nodular induration of the prostate disappears, the 
gland becomes smaller, and frequently little, if any, 
palpable tissue can be detected. This work is all 
very recent and undoubtedly must stand the test 
of several consecutive years of clinical observation, 
but the results, which include cases observed up 
to 18 or 20 months, successfully sustain critical 
analysis at the present time. 


Renal Hypertension 


Considerable literature has appeared in the past 
A or 5 years on hypertension and unilateral kidney 
disease. Since Goldblatt’s original experiments, in 
which he produced hypertension in dogs by placing 
a clamp on the renal artery, much attention has 
been directed toward the concept of renal ischemia 
and the development of a pressor substance. It 
remained for another investigator to actually isolate 
this substance by an entirely different experimental 
method. The pressor substance was called angio- 
tonin. It is the formation of this substance, elab- 
orated in unilaterally ischemic kidneys, that causes 
the hypertension. 


Chronic unilateral pyelonephritis, or pyelo- 
nephritis contracture with atrophy (healed stage 
of former), is considered to be the most commonly 
encountered clinical counterpart of Goldblatt’s 
dogs. This condition, associated with elevated 
arterial tension in human beings, has been found 
to occur in approximately 2 percent of those pa- 
tients dying a uremic-hypertensive death. These 
cases improve greatly, and at times are cured of 
their hypertension, if nephrectomy is performed 
sufficiently early. It must be stressed, however, that 
the accurate diagnosis of these cases is frequently 
exceedingly difficult, and often they are demon- 
strated only at postmortem examination. 


Venereal Disease has not been without significant 
advances in its management. Sulfonamide therapy 
originally claimed but 50 to 80 percent successful 
cures in gonococcal infections. However, with the 
introduction of the thiazole derivative of sulfanila- 
mide within the past 12 months, the precentage of 
cures and the time required have been immensely 
improved upon. Full doses of sulfathiazole are rela- 
tively nontoxic, as compared with the related sulfa- 
nilamide and sulfapyridine, and render the urine 
smear negative and culturally free of gonococci in 
from 48 to 72 hours. A total dose of not more than 
from 35 to 40 grams is required. Occasional toxic 
reactions are manifested by a skin rash, conjunc- 
tival congestion, and red blood cells in the urine. 


Sulfadiazine, the latest sulfonamide derivative, 
has been recently placed on the market, and al- 
though very favorable reports have already come 
out concerning it, I have had no opportunity to 
observe results with it. 

When the diagnosis of gonococcal infection, 
especially in the female, is in question, and no 
chemotherapy has been administered, a skin test, 
making use of an intradermal injection of a specific 
filtrate has been found highly advantageous. 

Recent contributions to antisyphilis therapy in- 


(Continued on page 57) 
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The Business of Medicine and the Art of Living 


The Infidel and the Atheist 


Ix spite of the fact that the great poet of Old 
Testament days, David, King of Israel, declared, 
“The fool hath said, in his heart, ‘there is no 
God,” and that the great philosophers of all times 
have backed up that statement, one still occasion- 
ally hears a man who is by no means a fool refer- 
ring to himself as an atheist. 

Such a statement, under such circumstances, is 
. ] one of two things: either an error in 
the use of words, because of misunderstanding of 
meanings: or a lip statement, made for some 
yurpose or other, which does not express the true 
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Three words are carelessly used more or less 
synonymously, whose meanings are distinctly dis- 
ilar: atheist, infidel, and agnostic 
An atheist denies the existence of any great 
Force, Power, Intelligence (or whatever word one 
saving God), directing 
and controlling the marvelously law-governed and 
ynchronized activities of the world, the solar sys- 
who truly believes 
irrence of eclipses, the return of com- 

and other similar matters can be predicated, 
ng in advance, by guesswork, or come 
idence, has a hiatus in his 
And the existence of laws pred- 
icates some sort of a law-giver, whatever one cares 
to call It 

An infidel is who repudiates the dogmas of 
the religion which is commonly accepted by his 
word might in- 
all re- 
but it is not commonly so used 
Christian, Hindu, a Buddhist, a Parsi, 
other creed than his own 
The Mohammie dans 
more vigorous in applying this epithet to 
are outside of their particular fold, includ- 

The Hindus and Buddhists do not 
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that the greater proportion of think- 
realizing that revealed religion, as 
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was proper food for the infancy 
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of the human race, but lacks some ingredients 
which are suited to its adolescence or maturity. 

The agnostic is a man who, frankly and straight- 
forwardly says, “I do not know” (the word, ety- 
mologically, means, without knowledge). He may 
or may not be open to convictions, one way or an- 
other, but, in any case, his intellectual position is 
entirely compatible with sound mental processes, 
which remove him far from the fool class. 

We may be fanatical about words, but we must 
admit that it causes us a certain amount of distress 
when we hear people in whom we are interested 
using them inaccurately; for we well know that 
careless speech is followed, sooner or later (when 
it is not based upon it) by careless thinking. 


G.B.L. 
A 


Melanoma Meddling 


Axy pigmented lesion of the skin must be treated 
with respect. Either it should be widely excised or 
not treated at all. 

A man of 65 years noticed a black “clot” the 
size of a ten-cent piece beneath the callus on the 
sole of his foot. He opened it with a pin, and 
bloody material drained from it for three weeks. 
He went to a physician, who “cut out the core.” 
The sore promptly became larger and failed to 
heal over a period of 6 months. At this time, he 
has large, matted inguinal nodes, which are en- 
larging rapidly, and his general health is failing 
with equal rapidity. 

A woman of 35 years had noticed a black “mole’”’ 
on her hip for many years. A physician suggested 
that it be eradicated by roentgen-ray therapy. She 
agreed, and ten treatments were given. Instead of 
disappearing, the mole became harder and larger, 
and her inguinal nodes could be palpated. 

The fate of the patient with a pigmented tumor 
or melanoma rests in the hands of the first physi 
cian who sees him. Excise the tumor, down to the 
fascia, with at least an inch of normal skin around 
it, or refer the patient to some one who will handle 
the lesion with the respect that it deserves. 


R. L. G. 
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A Living for the Doctor 


” Votes al Abs tracts * 


A Splendid Hobby 


W une doctors are engaged in mental gymnastics 
about 20 hours out of every day (more or less), 
most of them do not get up a sweat often enough 
for their own good. 


Kobel Feature Photo 


Not so with Dr. Edward S. Abbott, of Bridgton, 
Maine, who, at the age of 78 years, is here shown 
riding his hobby that will probably save him from 
a coronary death and help him to round out the 
century to which he aspires. 

Dr. Abbott was graduated from Hahnemann 
Medical College, Chicago, in 1885, is a member of 
the A.M.A. and of its constituent societies, and has 
put in the whole of his 56 years of practice in 
Bridgton. Last year, in his spare minutes between 
seeing patients and welcoming new citizens to this 
country, he sawed 14 cords of cord wood. If you 
don’t think that means a lot of exercise, try it! 

Tell us about your hobby or hobbies (send a pic- 
ture if it is one that can be photographed or illus- 
trated with a drawing), so that the other members 
of the “C. M. Family” can enjoy it with you. 


- 


Efficiency or Freedom? 


I; EFFICIENCY is the thing most to be desired, 
abolish freedom and democracy and let a totali- 
tarian government manage everything. 

But is efficiency worth more than freedom, 
affection, charm, the love of home, and the benefit 
of learning responsibility? It isn’t to me. 

The home is the basis of civilization. And a 
proper home, however inefficient, teaches duty, 
develops character, and provides contentment as 
nothing else can. Better to be inefficient and happy 
than to be regimented cattle—-Rosert QUILLEN 


The Problem of the Careless Cashier 


Ox THE day that Henry Hutton gave Doctor 
Medico a $60 check on the Sunnyside Bank, the 
doctor had a credit balance in that institution run- 
ning into 5 figures—$199.99 to be exact—and 
Henry Hutton’s account was overdrawn $3.78. 

The next morning Doctor Medico presented the 
check at the cashier’s window. 

“Cash?” the banker queried. 

“No. Put to my credit,” the doctor ordered, and 
received a “credit card” from the obliging cashier. 
“We credit your account $60,” the card stated. 

That afternoon the cashier realized his mistake, 
notified Hutton and the doctor, and refused to 
credit the check to the doctor’s account. 

“We made a mistake in looking up the account. 
Our card we handed you was an error, and we’ve 
cancelled the credit on our books,” the cashier 
contended. 

“What’s written’s written, and you can’t cancel 
the card in my safe,’ Doctor Medico retorted; and 
the court ruled in his favor. 

“When a bank gives credit to one of its de- 
positors, by a check drawn in favor of that de- 
positor by another depositor on the same institu- 
tion, in the absence of fraud or collusion, the act 
of crediting to the depositing customer will be 
given the same effect as if the actual cash had been 
paid to him; and if, thereafter, even though it be 
on the same day, the bank officials ascertain they 
have made a mistake, and the drawer did not in 
fact have the money on deposit to meet the check, 
it will not affect the rights of the depositing cus- 
tomer. For, under these circumstances, it is a 
complete transaction, as much so as if the actual 
money in cash had been paid to the customer over 
the counter,” said the Court. 


M. L. H 
o 


Home-Grown Rubber 


Tue suspension of our supply of rubber from the 
East Indies may, in the long run, prove to be a 
blessing, by forcing the development of our domes- 


tic source of rubber, the guayule shrub (pro- 
nounced “wy-oo-le’’), which grows wild in Mexico 
and is now being actively cultivated in southern 
California. 

This plant will yield 23 percent of its weight 
of rubber somewhat harder than the Oriental va- 
riety, that, in tires, should give go percent of the 
mileage obtained with the softer product; and the 
California growers have developed it to the point 
where it will produce 2,500 pounds of rubber to 
the acre.—Chicago Daily News, Jan. 3, 1942 


A 


Our trouble is moral laziness. Confused by so 
many grave problems, we simply give up trying to 
understand any of them.—-RoBert QUILLEN 
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Modern Medical Treatment of 
the Pneumonias 
By 
Lee D. van Antwerp, M.D., F.A.C.P., 
Meriden, Conn. 


Recent advances in the handling of the pneu- 
monias have been concerned almost entirely with 
therapy. These have been startling indeed and 
give the profession markedly increased confidence. 
However, these same advances make an early de- 
termination of the causative organism more im- 
portant than ever, and less important, the question 
of whether the case is one of lobar pneumonia or 
bronchopneumonia. 

The Neufeld method of sputum typing in 
pneumococcus pneumonias has outmoded the 
older methods and is proof against error, even in 
unskilled hands. A type diagnosis can usually be 
made in less than an hour, by this method. 
Pneumonias caused by other organisms must still 
be diagnosed by older laboratory methods or by 
clinical observation. 

Serum is now available for Types I, II, IV, V, 
VII, VIII, and XIV, and several others are being 
used experimentally, with promising results. The 
relatively recent work on rabbit serum has ad- 
vanced this type of therapy, since such serum con- 
tains a greater concentration of antibodies and is 
less prone to cause serum reactions. It must al- 
ways be borne in mind, however, that both rabbit 
and horse serum contain foreign protein, and tests 
for sensitivity must be used, if reactions are to be 
avoided. The dose of serum, for adults, should be 
100,000 to 150,000 units, in uncomplicated cases. 
Others, and all of the Type II pneumonias, should 
receive twice that amount. 

When sulfanilamide appeared, it was welcomed 
as a specific for pneumococcus pneumonias, but 
later reports gave conflicting results and, at pres- 
ent, other drugs are to be preferred. The effective- 
ness of sulfapyridine is now well established, al- 
though only observation over a considerable period 
of time will clearly define the limits of its useful- 
ness and the most effective methods of its admini- 
stration. Reports of the efficacy of other 
sulfonamides, such as sulfadiazine and sulfame- 
thylthiazole are appearing in the literature, but 
more time must pass before their value can be 
accurately determined. 

Authorities seem to be of the opinion that the 
best results in the administration of sulfapyridine, 
in Ppneumococcus pneumonia in adults, is as fol- 
lows: Two (2) grams as soon as the diagnosis is 
made, and 2 grams four hours later; thereafter, 1 
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gram every four hours, until the temperature has 
been normal for from 12 to 24 hours. The dose is 
then diminished by increasing the interval be- 
tween doses. It is of first importance that therapy 
be started as early in the disease as possible, and 
the usual total amount required varies between 20 
and 35 grams. 

The period of time over which the drug should 
be continued following the crisis is a moot ques- 
tion, but it may be said that, if it is discontinued 
early, the patient is more prone to have a recur- 
rence of his pneumonia; and if it is continued 
longer than necessary, there is more likelihood of 
untoward reactions. 

Sulfapyridine is usually given by mouth, but 
when it seems advisable to obtain a high blood 
concentration quickly, it should be administered 
intravenously, using the sodium salt of the drug 
and giving 4 grams, in a five-percent solution in 
distilled water. Care must be taken not to inject 
any of the solution outside the vein, as it is highly 
alkaline and irritating. 

Response should be noted within from 12 to 18 
hours, and is characterized by a fall in tempera- 
ture, with a corresponding fall in the pulse and 
respiration rates, although the last two may show 
a lag of several hours. The convalescent course 
is similar to those cases in which serum is used or 
the crisis appears spontaneously. 

Untoward reactions may be forecast and 
avoided by making daily blood counts and urine 
examinations. The appearance of anemia, leuko- 
penia, hemoglobinuria, or retention forecast toxi- 
city, and the drug should be discontinued. Toxic 
reactions reported include nausea and vomiting 
(commonly) ; mental depression and cyanosis (oc- 
casionally); and a rash, drug fever, agranulocy- 
topenia, hemolytic anemia, and kidney damage 
(rarely). 

In those cases where a therapeutic test indi- 
cates the discontinuance of sulfapyridine because 
of untoward reactions, sulfathiazole may be sub- 
stituted. Some observers report less nausea and 
vomiting with the latter drug. The dose is the 
same for both. 

Streptococcus pneumonias respond satisfactorily 
to the drug therapy described for the pneumococ- 
cus pneumonia, and sulfapyridine or sulfathia- 
zole is to be preferred to sulfanilamide, because of 
the latter’s many severe toxic reactions. 

In pneumonia caused by Friedlander’s bacillus, 
it appears, at the present time, that the sulfona- 
mide drugs are not effective and that specific 
serum should be used.* There is no change in the 
treatment of pneumonias caused by the tubercle 
bacillus. 

*Sulfadiazine is said to be effective against Friedlander’ 
bacillus.—Eb. 
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Roentgenology in Pneumonia 
By 
HAROLD Swanserc, B.S., M.D., F.A.C.P., 
Quincy, Ill. 


To xeep within the limits allowed for this dis- 
cussion, these remarks will be confined to lobar 
pneumonia and bronchopneumonia in adults. 


Lobar Pneumonia 


In the vast majority of cases of lobar pneu- 
monia, the x-ray findings will be diagnostic in 
from 12 to 18 hours after the onset. A roentgen- 
ogram should, therefore, be made promptly in 
every suspected patient, as the diagnosis can fre- 
quently be made roentgenologically before conclu- 
sive physical signs are present. With high-speed 
films, rapid intensifying screens, and a modern 
portable x-ray apparatus, all of which are avail- 
able in every good hospital, the roentgenologist 
can usually establish the diagnosis as the result 
of a bedside examination. Should the diagnosis 
not be conclusive after the initial x-ray examina- 
tion, it should be repeated in 24 hours, if the 
clinical symptoms warrant. 
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Fig. 1: Diagram of x-ray appearances in lobar pneu- 
monia, 


Perhaps in no other anatomic field are the 
changes as rapidly seen in the roentgenogram as 
in the acute inflammatory lesions of the chest. 
Frequently, distinct changes can be noted in a 
relatively few hours following a recheck roentgen- 
ray study. If the roentgenologist was accorded the 
same opportunity to recheck his findings in many 
of the acute pulmonary infections, as is the clin- 
ician, many earlier diagnoses would be established. 

The roentgenographic appearance of lobar 
pneumonia naturally varies with the stage and 
progress of the disease. In the socalled first stage 
—the stage of engorgement or congestion—which 
lasts but a few hours, there is an increase in the 
vascular shadows in the roentgenogram, mani- 
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fested by hilar and perihilar density on the af- 
fected side, with some thickening of lung markings 
in the involved area. 

The second and third stages—the stages of red 
and gray hepatization—cannot be differentiated 
on the roentgenogram. Here we have the devel- 
opment of a sharply-defined, uniform opacity (see 
Fig. 1), the appearance of which depends upon 
the lobe involved and the extent of the involve- 
ment. Once fully developed, this opacity persists 


until shortly after the crisis. 


YU Sea I / 


Fig. 2: Diagram of x-ray appearances in a typical, severe 
case of bronchopneumonia. 


The x-ray findings are dependent upon the 
arrangement of the pulmonary lobes and fissures. 
Frequently the density is so marked that differ- 
entiation from pleural effusion is difficult and 
proper interpretation can be made only by having 
both postero-anterior (or antero-posterior) and 
lateral exposures. Fluid shadows seldom corres- 
pond exactly to lobar outlines. A very important, 
and sometimes pathognomonic, sign in lobar pneu- 
monia is the visualization of the bronchus tree 
within the shadow of the pulmonary infiltration. 

The fourth stage—the stage of resolution—is 
usually recognized on the roentgenogram, shortly 
after the crisis, by a distinct mottling of the pre- 
viously noted uniform opacity, and this gradually 
disappears. In an uncomplicated case the opacity 
may entirely disappear one week after the crisis. 
In passing, it should *be mentioned that a symp- 
tomless retarded resolution may be expedited by 
a few x-ray treatments. 


Bronchopneumonia 

Bronchopneumonia represents an inflammatory 
process developing from a bronchitis of the smaller 
bronchioles of the lung parenchyma, thus tending 
to be lobular in character. In practice, the term 
covers all nonspecific pneumonias. The frequent 
absence of definite physical signs makes an early 
diagnosis of bronchopneumonia difficult, and usu- 
ally the diagnosis depends upon the history and 
the roentgenologic findings. 

In acute bronchitis, the roentgenogram is usu- 





48 C.M. Postgraduate Course 


ally negative, but may show slight, diffuse mot- 
tling of the lung, with an increase in the linear 
markings. Roentgenologically, bronchopneumonia 
is characterized by the appearance of multiple, 
somewhat irregular areas of increased density of 
variable size (usually small), irregularly distri- 
buted in the lower lobes (see Fig. 2), but some- 
times follows the course of the smaller bronchi. 
The hilus glands are increased in size. Resolution 
usually occurs as in ordinary pneumonia. 


A 


The Pathology of Pneumonia 


M. Pinson Neat, M.D., Columbia, Mo. 
Professor of Pathology, University of 
Missouri School of Medicine 


From the clinical standpoint, the easiest inter- 
pretation of pneumonia, or specifically, acute 
pneumonitis, is to consider it as an inflammatory 
disease involving the peculiar, loosely constructed, 
highly vascular, anatomic structure, the lung; then 
to think of, study, and deal with it more or less 
from the following grouping, which is largely 
based on etiologic factors : — 

I. Lobar, croupous, or fibrinous pneumonia, 
which is characteristically produced by pneumo- 
coccus infections, giving a lobar distribution, and 
a lesion that progresses through the four classical 
stages, and usually terminates by crisis. 

II. Lobular, or commonly termed, broncho- 
pneumonia, which is in reality a primary lesion 
of the bronchus that extends to the surrounding 
parenchyma, and is looked upon as a circumbron- 
chial inflammation. This type is usually secondary 
to some other condition, such as measles, scarlet 
fever, whooping cough, sinusitis, posture, and 
aspiration of food, fluid, or oils. This group com- 
prises such forms as: — 

1. Catarrhal, or desquamative bronchopneu- 
monia, is a common complication of the acute 
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exanthems, and has an exudate rich in desqua- 

mated epithelium. 

2. Collapse pneumonia, which results from 
the air supply being cut off from a local area 
of lung tissue. 

3. Aspiration, deglutition, post-operative, li- 
poid, or fat-cell pneumonia. These essentially 
represent a collapse type of pneumonia except 
the lipoid type, which is distinguished by the 
presence of reactive cells containing phagocy- 
tized oil droplets and globules. 

4. Hemorrhagic bronchopneumonia, which 
usually is a streptococcic infection, and is a 
common complication of influenza. 

5. Hypostatic, postural, or gravity pneumo- 
nia, originating as simple hypostatic congestion 
in long bed-ridden patients, with exudation 
being added to vascular engorgement. 

6. Influenzal, or virus pneumonia, early a 
pulmonary edema, later exudation, often 
hemorrhagic in character, from the superim- 
posed streptococcus infection. 

7. Fuso-spirochetal, gangrenous, or foreign 
body pneumonia, which may be the result of 
infection with the Vincent’s organisms, due to 
massive vascular disturbances, or the presence 
of foreign bodies of various types. 

8. Verminous pneumonia, due to the pre- 
sence or passage of intestinal parasites, particu- 
larly, through the lung fields. 

III. Chemical pneumonia, which may be the 
result of inhalation of war or other gases, smoke, 
steam, atmospheres too rich in oxygen, or of solid 
elements like silica. 

IV. Post-traumatic, a little recognized type of 
pneumonia, occurring from 24 to 48 hours after 
injuries to the head, spine, or thorax. 

V. Embolic, pyemic, or septic pneumonia, 
which is the result of blood-borne bacterial inva- 
sion, as by staphylococci or streptococci, with the 
primary lesion being that of the vessel wall, and 
secondarily there is involvement of the surrounding 
lung tissue. This type then is in reality a cir- 
cumvascular inflammation. 


FREEDOM AND SELF-MANAGEMENT 


In order to be free, men must have the ability and the willingness to man- 
age their own affairs. Those who cannot or will not are like the victims of some 
contagious disease. They become a threat and a burden to the entire commun- 
ity, for our civilization is too compassionate to follow the hard law of nature and 
let them perish of their own ineptitude ROBERT QUILLEN. 


RETIREMENT 


As to this retirement business, let me give a word of advice to all of you young 
fellows round fifty. Some of you have been talking of it and even looking for- 
ward to it. Have nothing to do with it. Listen, it’s like this. Have you ever been 
out for a late autumn walk in the closing part of the afternoon, and suddenly 
looked up to realize that the leaves have practically all gone? You hadn’t realized 
it. And you notice that the sun has set already, the day gone before you knew 
it; and with that a cold wind blows across the landscape. That’s retirement.— 
STEPHEN Leacock, in Think, June, 1939. 





Problem No. 11 (Medical) 
Presented by R. L. Gorrell, M.D., 
Clarion, Ia. 

(See Crin. MEp., Dec., 1941, p. 324) 


ECAPITULATION: A healthy baby was delivered 
with forceps by the attending physician. The 
forceps blades made slight lacerations on the in- 
fant’s cheek. ™ 

On the second day after delivery, a nurse noted 
that there was slight bloody oozing from the lacer- 
ation. The physician paid little attention to it 
until a number of hours had passed. Several intra- 
muscular injections of the father’s whole blood 
then failed to check the oozing. Sudden collapse 
and death occurred as preparations were being 
made for a transfusion. 

The mother had been in good health and there 
was no sign of a pathologic condition in the baby. 

Requirements: State your diagnosis and what 
you would have done in such a case. 


A 


Discussion by C. T. Halburg, M.D., 
Redlands, Calif. 


The diagnosis is hemorrhage of the newborn, 
beginning from trauma. 

Prothrombin and clotting time tests should have 
been made when the oozing was first noticed, be- 
cause studies made on the test, taken from a 
series of apparently normal infants, showed that 
the prothrombin clotting time is often prolonged, 
especially during the first few days of the infant’s 
life, and gradually returns to normal. 

The history says that the oozing was noticed 
on the second day after delivery. It has been 
found that between the second and fifth days of 
life, in a number of infants, a hemorrhagic ten- 
dency exists. 

Preparations of vitamin K should have been 
given. 


A 


Discussion by John S. Pearson, M.D., 
Jewell Ridge, Va. 

In this case, I would question the opening 
statement, or at least qualify it. The “healthy” 
baby was proved, by subsequent events, not to 
be so. 

Apparently no blood studies were made on this 
infant; at least none are reported. I should have 
made, or had made, bleeding time, clotting time, 
and prothrombin time determinations. 

My diagnosis is hemorrhagic diathesis of the 
newborn, and I should have administered vitamin 
K after the technic of Waddell and Guerry. I 
believe that the sudden death from collapse must 
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Our readers are cordially invited to submit fully 
worked up problems to the Seminar and to take 
part in the discussions of any or all problems. Dis- 
cussions should reach this office by the 5th of the 
month following the appearance of the problem. 
Send your problems and discussions to The Sem- 
inar Dept. care CiintcaL Mepicine, Waukegan, III. 


indicate some internal bleeding, besides the “ooz- 
ing” of the facial laceration. 

In this particular case, probably no treatment 
would have altered the final outcome, as the child 
was past help when the attending physician gave 
it his attention. 

This case represents one of those disasters which 
probably could be prevented by the prenatal ad- 
ministration of vitamin K to mothers routinely, 
or by the routine determination of the prothrom- 
bin time in all newborn infants. 


e 


Discussion by A. E. McMahon, M.D., 
Menomonie, Wis. 

The situation described in this problem is one 
which every physician, if he attends obstetric 
cases, is occasionally called upon to meet. It is an 
excellent description of what is commonly called 
hemorrhagic disease of the newborn, which is a 
frequent cause of neonatal death, and which may 
manifest itself by prolonged oozing from the stump 
of the umbilical cord or from skin abrasions; by 
the appearance of melena; or by cyanosis, respira- 
tory difficulty, convulsions, and coma, indicative 
of intracranial bleeding. 

The bleeding is caused by a prothrombin defi- 

ciency in the blood of the infant. Without going 
into a detailed discussion of the mechanism of 
blood coagulation, suffice it to say that prothrom- 
bin is one of the essential factors. From a normal 
level at birth, the infant’s prothrombin drops 
sharply in the first day or two of life, and the 
normal level is not regained until the sixth day. 
This initial fall of the prothrombin level occurs in 
all newborn babies, and if it drops to 20 percent 
or less of normal, bleeding will follow. 
In the case under discussion, the infant prob- 
ably died because of intracranial hemorrhage, 
although there is no doubt that continued oozing 
from its facial abrasions might have caused a 
serious blood loss. 

Prothrombin is synthesized in the body by the 
liver, from vitamin K. Intramuscular injections 
of whole blood from either parent would supply 
a certain amount of prothrombin, and also of 
vitamin K. In this case, these injections failed to 
supply enough prothrombin to check the bleeding. 

Hemorrhage in the newborn is now largely pre- 
ventable. The prophylactic treatment consists of 
the oral administration, to the mother, of one or 
two milligrams daily of synthetic vitamin K, dur- 
ing the last month of pregnancy. In case the 
mother has received no vitamin K_ before the 
onset of labor, the intravenous injection of 2 cc. 
of an aqueous solution of synthetic vitamin K 

Synkamin, P. D. & Co.) will prevent any fall 
in the prothrombin level in the newborn infant. 
This preparation is effective if given at any time 
during labor, up to five minutes before delivery. 

The trauma of prolonged labor or any type of 


operative delivery, will naturally intensify any 
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bleeding tendency, which, in such cases, should 
always be guarded against by intravenous admin- 
istration of vitamin K, at least five minutes before 
delivery is undertaken. 

Since it is often impossible to predict a pro- 
longed labor, or the necessity for operative deliv- 
ery, it would appear that the wisest course would 
be to see to it that all prospective mothers receive 
synthetic vitamin K, one or two milligrams daily, 
during the last month of pregnancy. 

There are, of course, cases in which the intra- 
cranial trauma is so extensive that no treatment 
is of any value, but considerable evidence has 
already accumulated to support the claim that 
prenatal or intrapartum administration of vitamin 
K to the mother, is a procedure which will cause 
a notable decrease in neonatal deaths. 

For the infant already showing evidence of 
bleeding, parenteral injections of the aqueous 
solution of synthetic vitamin K should be given 
at once, supplemented by intramuscular adminis- 
tration of vitamin K in oil, for its more prolonged 
effect. Since intravenous therapy in newborn in- 
fants is often very difficult, and injections into 
the longitudinal sinus are not without danger, 
the intramedullary or bone-marrow route might 
be employed, using either the femur or the tibia, 
since in infants the sternum is not suitable. Injec- 
tions into the bone marrow are, from a practical 
standpoint, the same as intravenous, and ‘this 
method is being used with success for blood trans- 


fusions and the administration of fluids paren- 
terally. 


A 


Discussion by L. E. Williams, M.D., 


Kansas City, Mo. 


In considering the causes of bleeding in the 
newborn, hemophilia may be immediately dis- 
missed, as it is not found until later in life. Syph- 
ilis and sepsis may also be discarded, as there 
is nothing in the history or physical findings to 
suggest them as probable causes. Spontaneous or 
idiopathic hemorrhages are usually multiple. 

In this case there is no evidence of bleeding 
except in the laceration on the cheek, therefore 
this may also be eliminated as an etiologic factor. 
The fact that the child was delivered with forceps 
and the presence of lacerations on the cheek, even 
though there was no other evidence of pathosis, 
to my mind, leaves but one other factor to be 
considered; namely, trauma. 

If due to trauma, where is the lesion? Is it in 
the cranium or the abdominal viscera? I am not 
inclined to attribute death to a loss of blood from 
the oozing wound on the face. 

The child was “healthy,” with no evidence of 
pathosis except the lacerations on the cheek. I 
take this to mean that it was of good color, active, 
alert, cried lustily, nursed well, and that micturi- 
tion and bowel movements were normal. Such 
a picture is inconsistent with intracranial hemor- 
rhage, which is characterized by stupor, twitching, 
convulsions, and paralysis. While the history of 
forceps delivery, the wound on the cheek, and 
sudden death make it appear possible, I do not 
think it is the probable cause. 

There being no cerebral symptoms, I am of 
the opinion that, during delivery, an injury was 
sustained by the abdominal viscera, from which 
constant oozing had occurred, and that death 
was due to a rupture into the peritoneal cavity. 
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The failure of the blood to coagulate was prob- 
ably not due to a lack of thromboplastin in the 
tissue juice, as only one of the lacerations con- 
tinued to ooze, but may have been due to an 
injury to an artery. It may also have been caused 
by depletion of the blood by an internal hemor- 
rhage or an injury to the liver. 


Treatment: I think the doctor gave the class- 
ical treatment for this condition, and I do not 
believe that any other treatment would have 
yielded any better results in this case. However, 
if the child took nourishment well, a little lime 
water might have been given, the oozing wound 
sutured, if deep, or a strip of adhesive applied 
snugly over the wound. 


A 


Discussion by W. B. Palmer, M.D., 
Furman, Ala. 


In this problem, only two facts are given from 
which to draw a conclusion: a slight bloody ooz- 
ing from a2 minor laceration made by the blades 
of forceps, and sudden collapse and death of the 
infant. No information was given about an 
autopsy. There was a possibility that some serious 
cardiac defect existed, but it seems probable that 
death was caused by some internal hemorrhage, 
perhaps cerebral, caused by a deficiency of 
prothrombin. 


This deficiency is spoken of as physiologic, but 
it seems to be partly pseudo-physiologic and partly 
pathologic. Bile in the intestinal tract of adults, 
and perhaps of infants, is considered essential for 
rendering vitamin K absorbable, so that it can be 
carried to the liver to be manufactured into pro- 
thrombin. The intestinal flora in the newborn is 
often scanty or absent. Perhaps ignorance of anti- 
sepsis and the primitive custom of nursing the 
infant as soon as it was born were desirable for 
the infant’s welfare, in order to colonize bacteria 


in the intestinal tract for the synthesis of vitamin 
K. 


A physician, in the care of an expectant mother, 
should carry out prophylaxis, first by advising a 
well-balanced diet, not unmindful of the socalled 
accessory foods especially vitamin K. 


To be safe, the vitamin K-active substance, 2 
methyl 1:4 naphthoquinone, manufactured under 
different names by various pharmaceutical houses, 
should be given orally some weeks before labor. 
Unless contraindicated, gentle stimulation of the 
flow of bile, by giving butter on an empty stom- 
ach or by the judicious use of phosphate of soda, 
desoxycholic acid, or bile salts, seems to be sound 
therapy. The physician in attendance does not 
now leave out of his obstetrical case the naphtho- 
quinone derivative, ready for intramuscular, in- 
travenous, or oral use, as suits the occasion. Orally, 
4 mg., given to the mother five hours before de- 
livery, will protect the infant. The newborn, as 
soon as feasible, can be given the appropriate dose 
in sesame, corn, or peanut oil, on the back of the 
tongue, repeated every 24 hours for three doses, 
if necessary. 

The microprothrombin test of Quick, as modi- 
fied by Kato, Zieffren, Bragg, or Kelley, can be 
carried out at the bedside, if the physician has the 
time. Whether or not the test is made, it is bette: 
to give the protective doses orally, both to mother 
and child, as the synthetic vitamin K-active prep 
arations seem to be harmless. 
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Solution by Dr. Gorrell 


The condition was obviously hemorrhagic dis- 
ease of the newborn. Although it has been five 
years since I was called in to see the baby, I shall 
never forget the tragic uselessness of delay in be- 
ginning treatment. 


Even such a small transfusion as 15 to 20 cc. 
will usually furnish enough antihemorrhagic 
factor to stop bleeding in such cases. The blood 
can be given directly from the father without 
delay, as typing is not necessary in giving trans- 
fusions to newborn infants, who have not yet 
developed iso-agglutinins. 


The administration of 50 mg. of synthetic 
vitamin K to the mother, a few hours before de- 
livery, will prevent the occurrence of hemorrhagic 
disease of the newborn, according to Nygaard. 
Treatment of the baby with vitamin K, given 
orally or intramuscularly, is also effective. 


A 


Problem No. 2 (Urologic) 


Presented by L. Greeley Brown, M.D., 
Elizabeth, N. J. 


Ox January 6, 1941, a white man of 50 years 
came to me because of passing blood in his urine. 


He was the father of two children, and was a 
cabinet maker. 


Eight years previously (in 1933), he had passed 
blood in his urine and had consulted his family 
physician, who prescribed for him. After two days, 
the bleeding ceased, but four weeks later it reap- 
peared. He went back to his doctor, who again 
prescribed, and in about one week the bieeding 
was checked. It did not return until September, 
1940, when he again passed blood in his urine. 
He again went to his family doctor, who pre- 


scribed for him, but this time the treatment was 
ineffective. 


After a week or ten days, his family doctor 
referred him to a competent urologist, who made 
several urologic studies, but was not able to dis- 
cover any reason for the bleeding, and nothing 
he did controlled it. In December, the urologist 
told him that the bleeding was coming from the 
right kidney and was caused by either a stone or 
a tumor, which could not be seen in the pyelo- 


grams. A blood transfusion and an operation were 
advised. 


Because the pyelograms were negative, the pa- 
tient’s relatives suggested that he get an additional 
medical opinion before submitting to an opera- 
tion, and I was consulted. 
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Examination revealed a thin man of medium 
height, whose upper teeth were replaced by a 
plate. His blood pressure was 192/108 and his 
eye grounds showed small arteries, but normal 
veins. Beyond this, he appeared normal. 


I had him to void in my office, and the fresh 
urine was of a dark-red color and was less fluid 
than normal. I sent this to the laboratory for a 
report as to whether the color of this specimen 
was due to hemoglobin or to frank blood. The 
report from the laboratory was: Pure blood, 5 
percent concentration. Bleeding time, coagulation 
time, sedimentation rate were all within normal 
limits. The Wassermann test was negative. I pre- 
scribed vitamin K tablets (Lilly) and gave cal- 
cium chloride intravenously. 


Three days later, the patient stated that he 
had voided once, with no evidence of blood. This 
was the first time blood had been absent since 
September, 1940. Encouraged by this report, I 
continued the treatment and, between January 9 
and January 27, some urine specimens showed 
blood and others not. On the 27th, all specimens 
showed absence of blood. 


This period of freedom lasted for about a 
week, and then blood began to show in one or 
sometimes two specimens in twenty-four hours, 
and some days there would be no blood at all. 
This “seesaw” behavior continued until March 
30, when I referred him to another capable urol- 
ogist, asking him to examine the patient and give 
me a report. His report read: 


“Cystoscopy shows the bladder to be within 
normal limits. There is gross blood coming 
from the right ureter. Pvelograms show a dis- 
tortion of the right pelvis, consistent with 
tumor of the upper pole of the right kidney, 
which is probably malignant.” 

On receiving this report, I advised nephrect- 
omy, to which the patient consented, and on April 
7 the operation was performed. The _ urologist 
found the kidney smaller than normal, but there 
was no tumor, nor any of the pathoses deduced 
from the pyelogram. On incising the kidney, we 
saw only dilated vessels beneath the mucous mem- 
brane of the pelvis. The specimen was sent to a 
pathologist, who reported that it was normal. The 
patient had an uneventful recovery and returned 
to work on May 19. 


On June 11 he again passed blood in the urine, 
and the urologist who performed the operation 
gave him some tablets of Styptisate. On June 19 
I saw him, and he had been passing blood in the 
urine every day since that date, in spite of the 
medication he was taking. 


Requirements: Suggest the diagnosis, treatment, 
and prognosis, giving reasons. 


TEMPER 
Nature gave us temper as a useful tool and protection, but, like all other 
natural capacities, it becomes a curse when abused. When a man gives way to 
temper, he loses self-control; and a man who cannot control himself is insane. 


—Rosert QUILLEN. 


The world today is not so much in need of skill as of character. We do 


not lack ability so much as we lack purpose —Dr. Henry M. Wriston, Pres., 
Brown Univ., in Think, Feb., 1939. 
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A New Respirator Against Dust and 
Colds 


A Preliminary Report 


ATIENTS with asthma, chronic bronchitis, and 

other respiratory ailments, who are exposed to 
various nuisance dusts while farming, when about 
the home, and at work, should be protected from 
the irritating effects of these dusts. 


the mask here described 


We have all desired to have some inexpensive, 
effective, and comfortable respirator for the pro- 
tection of our patients when they are exposed to 
nuisance dusts. The ordinary respirators and masks 
now available are too heavy, too uncomfortable, 
and too expensive for these individuals to wear, 
and therefore it is very difficult to obtain the pa- 
tients’ cooperation in wearing them. 

The object of this report is to describe a new 


52 


type of respirator which is inexpensive, comfort- 
able, effective, and weighs only approximately one- 
half ounce. The photograph (see Fig. 1) shows 
this new mask as it appears when worn. It is com- 
posed of a thin sheet of metal, which can be molded 
to the contour of the face and held there by an ad- 
justable head band. 

All heretofore available masks which keep the 
filtering portion away from the nose and mouth 
have had two surfaces or screens, between which 
the filter is placed. In order to lessen the weight 
of the mask, a means was devised so that only one 
surface is used. This is accomplished by utilizing 
a wire frame, attached to the bottom of the mask, 
which pushes the filter pad away from the nose and 
mouth, thus giving a large breathing area. The 
wire is kept in position by means of a small clip 
The filter pads are replaceable. 

Because this inexpensive mask is comfortable, 
the patients do not object to wearing it whenever 
they are exposed to nuisance dusts. 

This mask has also been used effectively in 
treating colds and other infections of the respiratory 
tract that receive benefit from the use of volatile 
inhalants. An effective inhalant for this purpose is 
one composed of camphor, menthol, oil of eucalyp- 
tus, oil of peppermint, and oil of pine needles, in an 
alcohol base. From eight to ten drops of this in- 
halant are dropped on the filter pad and the pa- 
tient is enabled to bathe his membranes with thx 
healing vapors continuously. 

There is less chance of transmitting respiratory 
infections from one individual to another when 
this mask is being worn. 

The mask sells for $1.00, delivered, and can bx 
purchased from the Allergy and Medical Products, 
Inc., Cincinnati, Ohio. Filto-Vapor Pad Fluid i 
the trade name of a volatile inhalant sold by th: 
Same company. 


Josepu B. BrepermMan, M.D. 
Cincinnati, Ohio 


A 


Many times I have received ideas from CLINIcAI 
Mepicine that paid me much more than the pric 
of my subscription.—Dr. H.F.H., Towa. 
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Hemorrhagic Disease of the Newborn 


Durine the first ten hours after delivery, the 
blood of newborn infants shows subnormal quan- 
tities of prothrombin. From this level, the pro- 
thrombin rapidly decreases in quantity, remaining 
at an even lower level until the sixth day, at which 
time it rises to normal. Between 48 and 96 hours 
postpartum is the most dangerous period, as the 
prothrombin content of the blood is lowest then. 

Location: The hemorrhage may occur into the 
skin, from the rectum, from the umbilicus, into 
the brain, from the ear, or from such minor 
traumatic areas as forceps marks. 

Transfusions: Blood transfusions have a definite 
antihemorrhagic effect, and are usually curative. 
Only small amounts (10 to 20 cc.) are required. 

Vitamin K, given after delivery to the normal 
infant, prevents the occurrence of lowered pro- 
thrombin, or if given after it has occurred, rapidly 
corrects it. The synthetic preparation (naph- 
thoquinone) may be injected in 5 to 20 mg. doses 
as treatment of bleeding, and then given, in 5 mg. 
doses by mouth, to the baby. 

Prevention: Fifty (50) mg. of synthetic vitamin 
K may be administered to the mother a few hours 
before delivery, or two tablets of 5 mg. each, twice 
daily for two weeks preceding delivery. Such a 
routine will prevent the occurrence of hemor- 
rhagic disease of the newborn.—K. K. NyGaarp, 
M.D., in “Hemorrhagic Diseases” (The C. V. 
Mosby Company). 


A 
Removing Needles From the Foot 


I; ATTEMPTS have not been made to remove a 
needle or other foreign body from the sole of the 
foot, this simple method should be used: (1) Give 
a general anesthetic; (2) elevate the limb for sev- 
eral minutes; (3) squeeze the blood out of the 
leg with an elastic bandage, and then apply a tour- 
niquet tightly above it; (4) make an incision over 
the site of entry of the needle (if it cannot be seen, 
a roentgenogram should be taken) ; and (5) follow 
the dark-red track which stands out clearly from 
the white, anemic subcutaneous tissue. The effused 
blood clearly indicates the track to follow, and a 
deeply embedded needle can be found and removed 
within a few seconds—H. A. H. Harris, M.D., 
in Brit. Med. J., Feb. 22, 1941. 


A 


Mild Pneumonia 


Atonc with typical cases of pneumococcus 
pneumonia, physicians encounter mild and atypical 
cases (sometimes called “pneumonitis” or “virus 
pneumonia’’), the origin of which is obscure (now 
believed to be a filter-passing Rickettsia, or some- 
times a Streptococcus) and the diagnosis difficult 
to establish, except by careful roentgenographic 
study. 

The symptoms, in these cases, are (1) A rela- 
tively gradual onset; (2) a relatively low fever 
100° to 103° F.); (3) general toxemic symptoms 
headache, muscular aching, etc.) ; (4) cough and 
upper respiratory complaints; (5) leukocytes from 
8,500 to 10,000 (sometimes rising to from 17,000 to 
20,000 during simple resolution); (6) deferve- 
scence by lysis in from 6 to 8 days; and (7) failure 
to respond dramatically to the use of sulfonamides. 

In these cases a careful search should be made 
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for the causative organism, including sputum and 
blood cultures and guinea-pig inoculation for 
rickettsial disease (“Q fever”). If pneumococci 


are found, they should be typed, and are generally 
found to be of the higher types—Stewart E. 
DoouittLe, M.D., in Hawaii M. J., Nov., 1941. 


[It would seem that, in cases of pneumonia that 
do not respond promptly to chemotherapy, we 
must fall back upon the meticulous general, symp- 
tomatic, and nursing treatment which was our 
standby in the pre-sulfonamide days, and which 
we may have been rather overlooking since we 
have had a near-specific treatment for this com- 
mon and deadly disease.—Ed.] 


A 


Treatment of Primary Amenorrhea 


Ix rue treatment of primary amenorrhea, it is of 
first importance to improve the general health of 
the patient, as this step may be followed by men- 
struation. Thyroid extract should always be given, 
even if the basal metabolic rate is normal. Estrin 
or progestin are of no permanent help, as the 
bleeding they cause stops as soon as treatment is 
discontinued. Roentgen-ray treatment may stimu- 
late or destroy the small amount of functioning 
ovarian tissue, and I feel it is dangerous. Pregnant 
mare’s serum may be tried, and is a rational thera- 
peutic measure. Curettage is reserved as a last 
resort. The scrapings, if examined by a competent 
pathologist, give reliable evidence of ovarian func- 
tion. The mechanical irritation of dilatation and 
curretage may result in the appearance of men- 
struation—J. Horrman, M.D., in Am- J. Surg., 
Apr., 1941. 


A 


Management of Heart Failure* 


Tue essence of the treatment of cardiac decom- 
pensation is quick, complete digitalization. The 
patient should be given a total of 25 units of 
digitalis, 10 units being given the first day and 
5 each day thereafter for 3 days, so that he is 
digitalized within 2 or 3 days. The digitalis may 
be given in capsules, as the tincture or tablets, 
by parenteral injection, or by rectal instillation, 
with 10 cc. of digitalis tincture dissolved in 50 cc. 
of tapwater and given slowly into the rectum. 
Liquid preparations of digitalis are unstable and 
unreliable. 

Overdosage of digitalis is indicated by nausea 
and vomiting, disturbances of vision, and heart 
block. 

Once compensation is established, a mainte- 
nance dose of approximately 1% gr. (96 mg.) 
daily is given for five days each week. One of the 
xanthine drugs (aminophyllin, theophyllin, theo- 
bromin) is given for the intervening 2 days. 
Aminophyllin is given in 132 gr. doses three times 
the first day and five times the second day. All 
the xanthine preparations produce nausea if given 
in adequate doses. Study of the capillaries in the 
nail folds have shown that the xanthines paralyze 
capillary contractions. 

If the patient needs fluids, they may be given 
rectally, by the drip method. (Instead of the 

*Presented before the Friday Morning Clinic, Broad- 
lawns County Hospital, Des Moines, Iowa, September 5 
1941; abstract by R.L.G. 
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large, irritating colon tube or tip, one may use a 
small, self-retaining catheter with balloon, which 
is inflated after insertion three inches into the rec- 
tum.—Ep.) 

Salyrgan acts on the kidney tubules and is a 
marvelous diuretic, but we must not forget that its 
action closely resembles that of mercury bichloride. 
It must always be given diluted with 10 cc. of dis- 
tilled water, to prevent thrombosis and embolism, 
and should not be used oftener than once in five or 
six days. It is much more effective if preceded by 
ammonium chloride (100 gr. —6.6 Gm.—daily 
for 3 or 4 days). A high-dextrose diet (candy, 
starchy foods, ice cream) is valuable during the 
same period, as sugar is a diuretic. 

Do not use enteric coated tablets. Roentgeno- 
grams have shown the undissolved tablets in the 
colon. 

Old general practitioners used to give calomel 
in the treatment of edema. It is effective, as it is a 
mercury diuretic, which acts like salyrgan. One- 
half grain is given every half hour until three 
grains have been given, and followed by a large 
dose of magnesium sulphate. This is another ex- 
ample of an old, empiric treatment being sub- 
stantiated by modern study. 


D. J. Gromset, M.D. 
Des Moines, Ia. 


A 


Gastric Resection 
and Hyperglycemic Shock 


Ass more and more patients are undergoing gastric 
resections, the physician must learn what new syn- 
dromes to expect. 

A number of patients complain of nervousness 
and abdominal pains after resection. Blood-sugar 
studies indicate that such symptoms are due to the 
rapid absorption of dextrose or sweet foods in the 
jejunum. Sugar is absorbed ten times quicker in 
the duodenum than in the stomach. 

Symptoms: Nausea, vomiting, lumbar. pains, 
visual disturbances and possible convulsions, and 
cardiac disorders. 

Treatment: Such attacks appear a few minutes 
after the ingestion of sugars and are relieved by 
the administration of insulin. They may be pre- 
vented by the use of a low-carbohydrate, low-sugar 
diet—Cuartes L. Grazssner, M.D., in Rev. 
Gastroent., Nov.-Dec., 1940. 


A 
The Value of Milk 


Tue proteins of milk are of the highest order 


biologically. They are complete animal proteins, 
and far superior to any type of vegetable protein, 
from the standpoint of nutrition. Hart and Stee- 
bock have demonstrated that milk proteins show 
twice the efficiency of those of maize in the growth 
of young swine. 

From a nutritional viewpoint, milk is of less 
importance for its caloric and vitamin values, 
which of course are considerable but which are 
easily supplemented by other foods; its greatest 
value lies in its minerals (calcium and _ phos- 
phorus), in its proteins, and in its still undefined 
but priceless physiologic ingredients. No other 
food can compare with milk in these respects. 

Few people realize that practically all of these 
desirable attributes are present in skim-milk. 


Clinical Medicine 


There are many individuals who, on a mixed diet, 
ingest liberal amounts of butter, and therefore do 
not require the cream component in milk. For 
those who fear the calories in a pint of milk daily, 
and therefore drink none at all, it may be con- 
soling to know that one pint of skim-milk contains 
some 170 calories, a little more than the caloric 
value of two slices of white bread—Gerorce E. 
ANDERSON, M.D., F.A.C.P., in Bul. N. Y. St. 
Dietet. Assn., Summer, 1941. 


A 


The Anterior Metatarsal Arch 


Tue unqualified surgical bootmaker or foot spe- 
cialist, when ordered to make supports for the an- 
terior or transverse arch of the foot, almost invari- 
ably produces an elongated pad of sponge rubber 
or felt, the wider and thicker end of which fits 
close behind the heads of the metatarsal bones 
(Fig. 1). This is entirely wrong and seldom relieves 
the condition. It is possible that the fallacy arose 
from the treatment of Morton’s metatarsalgia, in 
which relief is obtained by this means. Unfortun- 
ately the method has got into the literature and is 
widely quoted. 


Fig. 1: Transverse section shows the improper position of 
the anterior arch support, lying behind the heads of the 
metatarsals. 

Fig. 2: Correct position of metatarsal arch support, which 
should have about the diameter of a silver quarter. 


Fischer, of Budapest, in an important and valu- 
able contribution to the Journal of Bone and Joint 
Surgery (Vol. XIX, 1937, page 185), gives meticu- 
lous directions for the proper adjustment of arch 
supports. He is the sole author who emphasizes the 
point on which we here lay stress, that in foot-drop 
involving the anterior arch, the head of the third 
metatarsal must be fully supported, and those of the 
second and fourth partly so. 

There are three conditions producing painful 
anterior arches: 

1. The dropped anterior arch of convalescence 
after illness. This is easily corrected by an elastic 
band wide enough to keep the arches up through 
pressure. After a short time the arches recover and 
this support can be left off. Should the Fripp- 
McConnell exerciser be used in bed before the pa 
tient begins to get up, then the arches are not 
likely to drop. 





February, 1942 


2. Morton’s metatarsalgia. Here there is prob- 
ably nerve involvement through compression. It is 
for this condition that the usual support behind the 
heads of the metatarsals gives relief. 

3. Lastly, the common result of arthritis is the 
dropped anterior arch which is usually of long 
standing, as shown by the severe callouses under 
the heads of the metatarsals. It is often associated 
with longitudinal arch drop and valgoid ankles. 
Quite normal people may develop this condition, if 
they are overweight and on their feet a great deal. 

The accompanying sketches show the correct and 
incorrect placement of supports for the anterior 
metatarsal arch.— Rheumatism, Aug., 1941. 


2 


Some New Ideas 
(From Science News Letter) 


New Radium Compounds: The cyclotron is fur- 
nishing medical men with new weapons in their 
fight against disease. Radio-phosphorous is being 
used in the treatment of such blood diseases as 
leukemia and polycythemia vera; radio-iodine in 
thyroid disorders; and, latest (reported Oct. 18, 
1941), radio-strontuim in malignant bone tumors, 
where it definitely relieves pain, even if it is not 
actually curative (as it may prove to be). 

Heredity and Heart Disease: Careful studies 
of the family histories of 2,309 white men, by Dr. 
A. Ciocco, of the National Institute of Health, show 
that the children of people who have cardiovascular 
disease are more apt than others to suffer from 
these diseases, and should be carefully watched for 
the appearance of suspicious symptoms. (Oct. 18, 
1941). 

Delaying Mental Old Age: Dr. G. D. Stoddard, 
University of Iowa, says that to keep mentally 
young one must (1) avoid bad general health con- 
ditions; (2) avoid the reactions of escape from 
reality (retrospection and mental rigidity); and 
(3) take plenty of mental exercise by abstract 
study. (Oct. 25, 1941). 

Record Weight Reduction: Dr. James H. Short 
reported (].4.M.A., Aug. 6, 1941) a record case of 
weight reduction—300 pounds lost in 18 months— 
by a rigid dietary regime. Small doses of thyroid 
were used at times, to take up the metabolic slack, 
but not as a part of the reducing treatment. (Aug. 
23, 1941). ? 


Premature Separation of the Placenta 


Tue conservative treatment of abruptio placentae 
comprises (1) heavy doses of morphine—% grain 
(16 mg.) every four or five hours, or until the res- 
pirations drop to 10 per minute; (2) Pitocin, given 
at 20-minute intervals in increasing doses, such as 
%4 minim, t minim, 2 minims, and so on, until 10 
minims have been given at a dose; (3) a sheet is 
doubled, laid over the patient’s abdomen, and tied 
under the table on which she is lying; (4) an iron 
bar or broom handle is placed between the knot 
and the bottom of the table, so that it may be grad- 
ually turned, thus tightening the sheet on the pa- 
tient’s abdomen; (5) one or more transfusions 
should be given, for shock. 

If this treatment is ineffective in controlling 
bleeding into the uterus or hemorrhage to the out- 
side, cesarean section should be performed, and 
the uterus then removed.—A. W. Diwpte, M.D., 
before a pues course in obstetrics, Uni- 
versity of Iowa, Dec. 16-21, 1940. 


Foot Injuries 


Obstetric Follow-Up 


Ix my obstetric work I send letters, weekly the 
first month, then monthly the first year, to the 
mother, directing her in the care of the infant. 

In the letter I give directions for changes in 
formula (if the child is not breast-fed) ; tell when 
to add various other food elements, such as orange 
juice, cod-liver oil, cereal, strained vegetables, etc. ; 
also give descriptions of the stool, weaning, habit 
formation, and signs of ill health. Reminders, when 
the time comes for certain inoculations, are not 
overlooked. 

This service is very much appreciated by the 
mothers. 


Blissfield, Mich. 


Dr. Cuas. H. Rauscu 
A 


Freeing an Adherent Appendix 


Ix operating upon an acutely congested appendix, 
I have found that delivery is facilitated by passing 
a tape around the base of the appendix, after the 
cecum has been identified. By gently pulling on 
the tape the appendix may be better outlined and 
dissected, so that the tip, often deeply seated and 
adherent, may be freed without rupturing it. 
Georce H. Buncn, M.D. 
Columbia, S. C. 


A 


Crushing Injuries of the Foot 


Tue front part of the foot is frequently injured 
by heavy objects or run over by vehicles. Circu- 
latory obstruction of varying degree immediately 
follows and a hematoma may form beneath the 
fascia. Most blood vessels of the foot lie beneath 
the dorsal fascia, and the deep veins communicate 
with the saphenous vein by branches which pass 
beneath this fascia. Immediately after the injury, 
the fascia bulges, on account of the confined 
hemorrhage beneath it. The cruciate and trans- 
verse ligaments pass across the anterior aspect of 
the ankle and are continuous with the dorsal 
fascia in the forefoot. These ligaments may cause 
serious constriction and thus produce circulatory 
obstruction. Failure to relieve the subfascial hem- 
orrhage eventually results in a painful foot, with 
cyanosis, clammy skin, and _ thickened tissues 
(“congealed” foot). 

Clinical picture: The entire forefoot is swollen 
and firm; the dorsal skin is tight and cyanotic; 
the toes are cold and insensitive to pain; and the 
dorsalis pedis artery is not pulsating. 

Treatment: The foot should be elevated imme- 
diately after the injury and ice packs should be 
applied. In severe cases, several incisions should 
be made through the fascia, to relieve the hema- 
toma, and soft rubber drains inserted. If necessary 
to relieve tension, the cruciate and transverse liga- 
ments should be severed.—J. Bone & Joint Surg., 
Apr., 1941. 


[Babcock showed, long ago, that amputation 


should never be done until incisions had been 
made in an extremity to relieve deep tension 
which was stopping circulation —Ep.] 


- 


Cunicat Mepicine has been a companion to 
me for nearly thirty years—C. H. M., M.D., Colo 
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Testosterone in Morbid Sex Craving 


W ume small doses (5 mg. three times a week) of 
testosterone propionate may temporarily increase 
libido in men, large doses (25 mg. three times a 
week) will depress it. Moreover, it has been demon- 
strated that this androgen will often relieve func- 
tional uterine bleeding and dysmenorrhea. 

On the basis of these facts, it was decided to try 
testosterone propionate (Perandren—Ciba was 
used) in 5 women who were suffering from the 
effects of abnormally acute and continuous sex 
cravings, which had not been relieved by any of 
the methods in ordinary use. In 4 of these women, 
the symptoms present appeared to be definite re- 
sults of failure to satisfy this desire, while the fifth 
was a psychopathic nymphomaniac who, when her 
libido diminished after one hypodermic injection of 
25 mg. of the drug, declared that she was being un- 
sexed and refused to continue the treatment. 

Of the other 4 patients, injections of 25 mg. of 
this drug, at varying intervals (usually three times a 
week for one or two weeks), gave them rather 
prompt, but temporary, relief. In 3 of these, relief 
was obtained by further injections when the symp- 
toms recurred, the periods of relief becoming 
longer after each course of injections. In the fourth, 
there was no definite relief from further injections, 
after the first course, but she continued to be some- 
what less perturbed than formerly. 

Two of these women showed obesity of the 
pituitary type—Drs. H. S. Rusinstein, H. D. 
SHAPIRO, and WALTER FREEMAN, in A. ]. Psychiat., 
Nov., 1940. 


A 


Axioms in Dermatology 


1. Dry a weeping surface; do not grease it. 

2. Weeping surfaces may be treated with baths, 
powders, lotions, and wet compresses. 

3. Antipruritic drugs may be used on the intact 
skin; not on the broken skin. 

4. Opium and its derivatives should be avoided 
in all acute skin conditions. 

5. Do not use soap on weeping surfaces; cleanse 
with oils, emollient baths, or compresses. 

6. Use mild applications; they usually act quick- 
er, in the long run. 

7. Examine the feet when treating an eruption 
on the hands. 

8. Listen to the patient! If he says that an 
application irritates, stop using it. 

9g. Again, dry a weeping surface; do not grease 
it.—S. E. Licut, M.D., in Northwest Med., Mar., 
1941. 


A 
Aseptic Dressing of Wounds 


Hospirat infection of wounds may be markedly 
reduced by following these suggestions: (1) A 
“dirty” nurse, or lay person, removes the safety 
pins from the old dressings and places them in a 


dish for sterilizing, then removes all the outer 
dressings and places them in covered enameled 
bins; (2) the inner dressings are removed with 
sterile forceps and scissors; (3) a “clean” nurse 
passes sterile gauze to the physician with sterile 
forceps (or sterile supplies are laid out on sterile 
towels at the time of dressing and used at once) ; 
(4) the physician uses sterile forceps to apply the 
dressings and permits no contact to be made be- 
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tween his forceps and those of the nurse; (5) after 
the dressing is completed, the contaminated forceps 
are placed in a basin for sterilization and the 
“dirty” nurse and physician wash their hands and 
forearms. 

All bed-making and other cleaning should be dis- 
continued for 30 minutes before any dressings are 
to be done. All windows and doors should be closed 
during the time dressings are being changed. All 
persons attending the dressing or handling the 
sterile supplies must wear masks, consisting of two 
layers of gauze interleaved with impervious mate- 
rial, such as paper or cellophane. . All visitors and 
maids should leave the room. The nurse and 
physician should be able to enter the washing room 
without needing to touch a door knob. 

Use of this regime resulted in a 30-percent de- 
crease of infections in accidental wounds.—Brit. 
Med. J., Sept. 13,.1941. 


A 


Gentian Violet in Pinworm 


Inrestations with Oxyuris are very refractory, 
in some instances. 

We used enteric-coated tablets of gentian violet, 
N.N.R., each containing 32 mg. The adult dose 
was two tablets three times daily, before meals. 
Children sixteen years of age and under were given 
a total daily dose of 10 mg. for each year of appar- 
ent age. A full course of treatment lasted ten days; 
but some children were given two eight-day 
courses, separated by a rest period of seven days. 

Of the 107 patients who had the full ten-day 
course, 91 percent were cured., Thirty (30) pa- 
tients who had two eight-day courses showed 90 
percent cures. In another series of 19 patients 
receiving two eight-day treatments, there were 58 
percent cures. Some of the patients complained of 
toxic effects—vomiting, diarrhea, headache, dizzi- 
ness, and mild abdominal pain——Drs. W. H. 
Wricut and F. J. Brapy, in J.A.M.A., Mar. 9, 
1940. 


A 


Standardization of Blood Pressure 
Readings* 
Joint Recommendations of the American Heart 
Association and the Cardiac Society of 
Great Britain and Ireland 


1. Blood Pressure Equipment.—The blood pres- 
sure equipment, whether mercurial or aneroid, 
should be in good condition and calibrated at 
yearly intervalsk—more often if defects are sus- 
pected. 

2. The Patient.—The patient should be com- 
fortably seated (or lying—British Committee), 
with the arms slightly flexed and the whole fore- 
arm supported at heart level on a smooth surface 
If readings are taken in any other position, a nota- 
tion of that fact should be made. The patient 
should be allowed to recover from any recent exer- 
cise or excitement. There should be no constric- 
tion of the arm by clothes, etc. 

3. Application of the Cuff.—A _ standard-sized 
cuff containing a rubber bag 12 to 13 cm. in width, 
completely deflated, should be applied snugly and 
evenly around the arm, with the lower edge about 
1 inch above the antecubital space and with the 


“Am. Heart J., July, 1939 





February, 1942 


bag over the inner aspect of the arm. There should 
be neither bulging nor displacement. 

4. Palpatory and Auscultatory Levels——lIn all 
cases, palpation should be used as a check on aus- 
cultatory readings. The pressure in the cuff should 
be quickly increased, in steps of 10 mm. Hg, until 
the radial pulse disappears, and then allowed to 
fall rapidly. If the radial pulse returns at a higher 
level than that at which the first sound is heard, 
the palpatory reading should be accepted as the 
systolic pressure; otherwise the auscultatory read- 
ing should be accepted. 

5. Application of the Stethoscope.—The steth- 
oscope should be placed over the previously pal- 
pated brachial artery in the antecubital space, not 
in contact with the cuff. No opening should 
exist between the lip of the stethoscope and the 
skin; this should be accomplished with the mini- 
mum pressure possible. The hand may be pro- 
nated or supinated, depending on which position 
yields the clearest brachial pulse sounds. 

6. Determination of the Systolic Pressure —The 
cuff should be rapidly inflated to a pressure about 
30 mm. above the level at which the radial pulse 
can be palpated, and then deflated at a rate of 
2 to 3 mm. Hg per second. The level at which the 
first sound regularly appears should be considered 
the systolic pressure, unless the palpatory level is 
higher, in which event the palpatory level should 
be accepted. This should be noted. 

7. Determination of the Diastolic Pressure.— 
With continued deflation of the cuff, the point at 
which the sounds suddenly become dull and muf- 
fled should be known as the diastolic pressure. 
If there is a difference between that point and 
the level at which the sounds completely disappear, 
the American Committee recommends that the 
latter reading should be regarded also as the dias- 
tolic pressure, and recorded in the following form: 
RT* (or LT?) 140/80-70, or 140/70-0. If these 
two levels are identical, the blood pressure should 
be recorded as follows: 140/70-70. The cuff 
should be completely deflated before any further 
determinations are made. 


—Cuicaco Heart AssociaTION. 
A 


Prevention of Postoperative Hernia 


We can prevent postoperative hernia and evis- 
cerations if we will (1) use a fine suture, such as 
No. 1, forty-day catgut in the peritoneum, prefer- 
ably interrupting each stitch; (2) employ through- 


and-through, non-absorbable sutures in cancer, 
gallbladder, and stomach surgery; (3) use duo- 
denal suction tubes early; (4) investigate per- 
sistent vomiting by looking and by probing the 
wound to see if a deep separation is present. If 
the patient states that “something has given way,” 
or if bloody, serous drainage occurs, wound sepa- 
ration has probably occurred and should be closed 
it once with interrupted, silk or steel sutures. 
Incisional hernia is frequently a delayed eviscera- 
‘ton, the separation of the deeper layers having 
taken place while the patient was still in the 


hospital-A. Bowen, M.D., in Am. J. Surg., Jan., 
1941. 


*RT = right arm. 
*+LT = left arm. 


Anti-Gray-Hair Vitamin 


Simple Ether Anesthesia 


Tree folds of three-ply gauze should be placed 
on the face mask before the anesthetic is given. If 
induction is made with chloroform, there will be 
little vomiting afterward. 


Points in technic: (1) Give confidence to pa- 
tients, especially children, by a friendly chat dur- 
ing the induction; (2) do not touch the patient’s 
face with the mask until he is unconscious; (3) 
watch the breathing carefully; (4) give atropine, 
before operation, to elderly patients and those with 
bronchial irritation; and (5) never use a chloro- 
form-ether mixture—A. H. Farponx, M.D., in 
Brit. Med. J., Sept. 6, 1941. 


[Chloroform or chloroform-ether mixtures should 
never be used as the anesthetic for an operation 
lasting longer than a few minutes. Letters in the 
issue of the British Medical Journal here quoted 
report a number of cases of cardiac arrest following 
the use of chloroform for major surgical anesthesia. 
A personal patient died during the use of a chloro- 
form-ether mixture.—R. L. G.] 


A 
Anti-Gray-Hair Vitamin 


Tue anti-gray-hair vitamin, a part of the remark- 
able vitamin B complex, is para-amino-benzoic 
acid (“PABA”), and has been used on about 300 
human patients, of both sexes, with convincing re- 
sults. It is also said to have a good effect on the 
entire human system.—Think, Nov., 1941, on the 
authority of Drs. BENJAMIN F. Steve, of Boston, 
and STEFAN ANSBACHER, of New York City. 


(Continued from page 43) 


clude the use of Mapharsen—an arsenical sup- 
posedly less toxic and more spirachetocidal than 
the arsphenamines—possessing, as its chief advan- 
tage, the ability of being injected rapidly, which 
is a great convenience to doctors, as well as to 
patients. 


The continuous intravenous drip method of ad- 
ministering Mapharsen, known as the 5-day treat- 
ment, has received much attention during the past 
year. A total of approximately 1200 mg. of arsen- 
oxide, or one of several modifications, is used in 
the procedure, which is carried out as an ordinary 
venoclysis. Two thousand (2000) or 1000 cc. of 
solution is used, depending upon whether the slow 
or rapid intravenous drip is used. In a series of 
more than 1500 cases, collected by the Public 
Health Service, it was believed failures should exist 
in between 5 and 15 percent of the cases. Five (5 
deaths occurred, accounting for 0.3 percent, pre- 
sumably on a basis of toxic encephatitis. Anatomic 
evidence in 3 of the 5 cases autopsied failed to 
substantiate anything further than a toxic edema 
and congestion. 

However, at the present time, further observa- 
tion of these cases will be necessary before recom- 
mendation of this type of therapy can be totally 
without hazard to the individual patient. 

U.S. Naval Hospital. 





=Diagnos tic [~ointers 


@ The easy term “flu” has ruined the fine art of 
diagnosis. My patients all date their illnesses from 
“flu”; the consultants always say the condition be- 
gan as “flu”; everything except broken legs and 
pregnancy is passed off as “flu,” until empyema, 
bulging ear drums, loss of weight, or edema forces 
itself on someone’s attention. Even then these con- 
ditions may be considered as “complications of the 
flu.” 

“Intestinal influenza” seems to me about as sen- 
sible as pneumonia of the kidney.—J. M. Porter, 
M.D., in J. Kans. Med. Soc., Oct., 1941. 


Leukocytosis and Typhoid Vaccination 


@ People who have received the triple typhoid 
vaccination, now being widely given in the army, 
show a leukocyte count lower than the average. 
This should be considered in using leukocytosis as 
an important diagnostic point in the early recog- 
nition of cases of acute appendicitis—Hucu Mc- 
Kenna, M.D., in J.A.M.A., Feb. 8, 1941. 


Hyperinsulinism In Children 


@ The hypoglycemia of hyperinsulinism occurs 
suddenly, following prolonged starvation, inade- 
quate carbohydrate intake, and liver damage. 
Symptoms: Irritability, lassitude, or somnolence; 
possibly convulsions or coma. Treatment: Orange 
juice or sugar should be given, to restore the blood 
sugar to normal, or from 10 to 25 percent dextrose 
solution should be given intravenously, if the symp- 
toms are alarming. The patient is restored to 
normal as the injection is being given.—J. BRENNE- 


MAN, M.D., in ].A.M.A., Mar. 16, 1940. 


Common Diagnostic Errors 


@ Acute appendicitis, gastro-intestinal cancer, 
sigmoid diverticulosis, and chronic pyelonephritis, 
especially in women, are frequently not diagnosed. 
There may be no symptoms resulting from an 
early hypernephroma or focal nephritis. Malig- 
nant growths of the gastro-intestinal canal, espe- 
cially of the cecum and fundus of the stomach, 
require the most painstaking analysis to avoid 
mistakes. 

Multiple diagnoses, as a rule, are not advisable 
in the young; in the old, they are almost a neces- 
sity, because in the degenerative phase of life a 
patient may have hypertension, diabetes mellitus, 
angina pectoris, cerebral sclerosis, and other con- 
ditions combined.—F. J. Hirscusoecx, M.D., in 
Wisconsin Med. J., June, 1941. 


X-Ray Findings in Chronic 
Appendicitis 

@ The indirect findings in chronic appendicitis, 
on roentgen-ray examination, are: (1) the pre- 
pyloric area of the stomach is pulled sharply to 
the right and downward, and the long axis of the 
duodenal cap is tilted to the left, because the 
omentum has become fixed in the region of the 
appendix; (2) the first portion of the transverse 
colon is kinked back against the cecum, and may 
be separated only with difficulty; (3) appreciable 
amounts of barium in the terminal ileum from 10 
to 16 hours after ingestion, especially if the ileum 
does not empty promptly after eating a meal at 
this time; and (4) considerable lengths of ileum 
are disposed in loops along the course of cecum 
and ascending colon. 

The direct signs are: (1) unusual fixation of 
the tip of the appendix; (2) bulbous expansion of 
the tip; (3) a ragged or beaded contour of the 
lumen; or (4) kinking or fixation of the appendix. 
—H. E. Wricut, M.D., in Rev. Gastroent., Aug., 
1941. 


Tracings of Respiratory Abnormalities 


@ To study the conformation of respiratory move- 
ments, tracings can be taken with the usual basal 
metabolism machine at any time, as there is no 
need for basal conditions—J. C. Meaxins, M.D., 
in “Symptoms in Diagnosis” (Little, Brown and 
Company, Boston, Publishers) . 


Sulfonamide Poisoning 


@ Sulfonamides are toxic to the bone marrow. 
One person in 200 receiving one of the sulfona- 
mides will experience severe anemia or agranulo- 
cytosis. These drugs should rarely be used pro- 
phylactically and never promiscuously or for minor 
ailments. Frequent blood examinations should be 
made during and for 10 days after their adminis- 
tration. The dose of the drug and its duration of 
use should be no more than necessary.—S. S. 
Rinxorr, M.D., in Ann. Int. Med., July, 1941. 


Pericarditis 


@ Pain in the upper left abdominal quadrant, oc- 
curring only on walking, is found in early rheu- 
matic pericarditis—J. L. Foster, M.D., in Penn. 
Med. J., Jan., 1941. 


Defective Histories 


@ The history is like a detective story. Some five- 
page histories are like long stories, which describe 
in detail every article of furniture in the room, but 
neglect to mention the bloodstained hammer in the 
bureau drawer.—J. S. WertnGaRTEN, M.D., at 
Tumor Clinic, Des Moines, Ia. 





i Sherapeutics 


Anesthesia for Cervical Treatment 


@ Cauterization of the cervix uteri can be per- 
formed painlessly after 35- to 50-percent cocaine 
solution is applied to the cervix and endocervix 
for from 10 or 15 minutes. These strong solutions 
may not be safely used elsewhere in the body.— 
S. J. Kieecman, M.D., in Am. J. Surg., Aug., 
1941. 


[The simplest method of applying cocaine to the 
cervix is to dip a sterile cotton-tipped applicator 
into sterile saline solution or water, and then into 
a small bottle of cocaine powder. One-eighth 
ounce of cocaine crystals can be purchased from 
any supply house, by furnishing a narcotic blank. 
—Ep.] 


Aminophylline-Dextrose in Coronary 


Thrombosis 


@ The pain of acute coronary thrombosis is read- 
ily relieved by the injection of 0.48 Gm. of amino- 
phylline, dissolved in from 10 to 50 cc. of 50-per- 
cent dextrose solution. This dose may be repeated 
twice daily until the acute symptoms subside, once 
daily for one or two weeks, and then by mouth, in 
from g- to 15-grain daily doses, for a prolonged 
period—M. McMauon, M.D., in South. Med. 
& Surg., Mar., 1941. 


Rectal Prolapse 


@ Prolapse of the rectum, in a child, may be cured 
by injecting repeatedly a 3-percent solution of 
urea hydrochloride and quinine, into various as- 
pects of the rectal mucosa just above the anus, at 
weekly intervals. This is a simple office procedure, 
identical with that of injecting internal hemor- 
rhoids. I have used this method for 20 years, and 
have seen no recurrences.—E. H. Terrett, M.D., 
in South. Med. J., Feb., 1941. 


Wounds of the Face 


@ Never close a wound of the face until bleeding 
has been completely controlled by ligating every 
vessel which continues to ooze. A small amount of 
fine chromic catgut should be used in bringing to- 
gether the subcutaneous tissues and fine silk used in 
suturing the skin edges. If the wound is large and 
undermined, Penrose drains may be used; for small 
wounds, rubber bands make excellent drains and 
leave little scarring. Immediately after suturing, a 
pressure bandage should be applied for at least 48 
hours. All these measures prevent hematoma forma- 
tion.—J. B. Ertcu, M.D., in South. Med. & Surg., 
Apr., 1940. 


Vitamin B in Neuritis 

@ Persistent neuritis is relieved by the use of 5 mg. 
(1,500 units) of Vitamin B; (thiamin), three times 
daily. This dose may be doubled if relief is not 
obtained in 3 days, or in the treatment of alcoholic 
neuritis—A. OcusNner, M.D., in J.A.M.A., Mar. 
16, 1940. 


Diuretics in Obesity 


@ Obese patients who lose little weight while on 
reducing diets are often found to have edema of 
the tissues, due to water retention. The reducing 
diet should be continued and ammonium chloride 
given, in doses of 15 grains (1 Gm.) three or four 
times daily, for five days. If adequate weight loss 
does not follow, Salygran should be given in 1 cc. 
doses, at three-day intervals, until 3 doses are 
given.—E. Grare, M.D., in Deutsch. Med. 
Wehnschr., Sept. 6, 1940. 


Amputation Stump Pain 


@ The injection of procaine solution relieves pain 
permanently, if an amputation has been recently 
done or if localized pain is present. In old and 
aggravated cases, nerve resection or lumbar sympa- 
thectomy is advised, if procaine injections give 
temporary relief. The solution is injected into 
areas which are definitely tender to pressure, in 
sufficient amount to relieve tenderness and pain.- 
E. P. Lecterc, M.D., in Presse Med., July 24, 
1940. 


Treatment of Erysipelas 


@ One injection of 10 cc. of boiled cow’s milk will 
cure most cases of erysipelas. The milk is boiled for 
15 minutes and then filtered through gauze. High 
fever disappears promptly and the patient appears 
well within 24 hours.—E. N. Russet, M.D., in 
Brit. Med. J., Feb. 22, 1941. 


Vitamin A in Dermatology 


@ Babies who received extra vitamin A had less 
diaper dermatitis and intertrigo than a control 
group on a normal diet. Infants with weeping 
eczema showed improvement during vitamin A ad- 
ministration. Follicular hyperkeratoses (pityriasis 
rubra pilaris, keratosis follicularis, icthyosis follicu- 
laris, keratosis pilaris, generalized icthyosis) are 
very refractory to treatment of the usual type. 
Vitamin A therapy is now being employed.—T. S. 
Saunpers, M.D., in Northwest Med., June, 1940. 
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Kracke 


DISEASES OF THE BLOOD and ATLAS OF HEMA- 
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Occupational Diseases 
Johnstone 


OCCUPATIONAL DISEASES; Diagnosis, Medicolegal 
Aspects, and Treatment. By RutuerForp T. JOHNSTONE, 
A.B., M.D., Director of the Department of Occupational 
Di Golden State Hospital, Los Angeles, Cali- 
fornia; Formerly, Assistant Professor of Medicine, Uni 
versity of Pittsburgh School of Medicine. Illustrated. 
Philadelphia and London: W. B. Saunders Company 
941. Price, $7.50. 

A NY physician or surgeon who cares for patients working 
4% in mine, factory, or shop, would be well advised to 
have a copy of this book at hand. It tells, in detail, how 
to recognize and exactly how to treat the poisonings pro 
duced by gases, solvents and fumes, metal poisonings, sili 
osis, the industrial back, occupational skin diseases and 
cancer, heat and climate affections, electrical injuries, and 
hernia Medicolegal data are given, with information on 
the pre-employment examination. 

The author does not take it for granted that the reader 
knows all of the tests necessary to identify occupational 
diseases, nor how to best use a medicine. He simplifies 
treatment so that the physician can quickly find the few 
essential points. In the treatment of carbon monoxide 
poisoning, for example, he feels that all drugs, with the 
possible exception of caffeine, are useless and may be 
harmful, and recommends (1) immediate artificial respi 
ration, after removal of the patient from the carbon 
monoxide-filled room; (2) use of carbon-dioxide and oxy 
gen by inhalation, when available; (3) warmth applied by 
blankets and hot-water bottles; and (4) blood transfusions 
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Immunology 
Sherwood 


IMMUNOLOGY. By Nosre Pierce 
M.D., F.A.C.P., Professor of 
of Kansas and Pathologist to the Lawrence Memoria 
Hospital, Lawrence, Kansas Second Edition; Illu 
trated. St. Louis: The ( V. Mosby Company. 194! 
Price $6.5 

Tis book summarizes the underlying principles involve 
in infection, resistance, and diagnostic laboratory tests 

It is especially written for medical students. The esser 

tials are presented without elaboration and in easily d 

gested form. If these facts were known to all medical mer 


Suerwoop, Ph.D 
Bacteriology, Universit 





February, 1942 


there would be a marked lessening in the clinical use of 
unproved vaccines and other attempts to increase a pa- 
tient’s immunity. 

Much new material has been added to this, the second 
edition, especially on the recticulo-endothelial system and 
on serum reactions. 
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Diseases of Women 


Crossen and Crossen 


DISEASES OF WOMEN. By Harry Sturceon Crossen, 

F.A Professor Emeritus of Clinical Gynec- 
ology. WwW. ashington University School of Medicine, etc., 
and Rosert James Crossen, A.B., M.D., Assistant Pro- 
fessor of Clinical Gynecology and Obstetrics, Washington 
University School of Medicine, etc. Ninth Edition, en- 
tively revised and reset. 1,125, engravings; 45 in color. 
= Louis: The C. V. Mosby Company. 1941. Price, 
12.50. 


THIS book is a one-volume library on the diagnosis and 
medical treatment of gynecologic conditions, and is 
a classic in its field. Its hundreds of sketches and photo- 
graphs are of great teaching value, and it is more practical 
than any other yet issued. Valuable hints are given on the 
differential diagnosis of each condition discussed. 

The section on ectopic pregnancy does not show as good 
revision as appears elsewhere in the book. There is no 
mention of peritoneoscopy, although a positive diagnosis 
can readily be made with its aid. 

Endocrine therapy is given in full detail, with the trade 
names of glandular products, so that no misunderstanding 
can arise. 
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The Toxemias of Pregnancy 
Dieckmann 


THE TOXEMIAS OF PREGNANCY. By Wrttram J. 
DiecKMANN, M.D., Associate Professor of Obstetrics 
and Gynecology, University of Chicago; Attending Ob- 
stetrician, The Chicago Lying-In Hospital and the Bill- 
ings Memorial Hospital; Co-Chairman, Conference on 
Eclampsia, United States Department of Labor, Chil- 
dren’s Bureau, 1941. 50 illustrations; 2 color plates; 522 
pages. St. Louis: The C. V. Mosby Company. 10941. 
Price, $7.50. 


TH = author has well summarized the many contributions 
to the study of eclampsia and added comments from his 
own studies. The subject is discussed from the clinical, 
laboratory, endocrine, and therapeutic aspects. 

The physician who may be called upon to treat toxemic 
patients will do well to have this book at hand, because all 
medical and surgical methods of treatment are described 
and evaluated. Proper care of the pregnant woman tends 
to prevent toxemia and to detect its early signs. This book 
presents details of such diagnostic and therapeutic technic. 
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Infant Feeding 


Marriott and Jeans 


INFANT NUTRITION, A Textbook of Infant Footing 
for Students and Practitioners of Medicine. By Wi- 
t1aMS McKim Marriott, B.S., M.D., Late Professor of 
Pediatrics, Washington University School of Medicine; 
Physician in Chie 'p St. Lowis Children’s Hospital, St. 
Louis. Revised by P Jeans, A.B., M.D., Professor 
of Pediatrics, College of Medicine, University of Iowa, 
Iowa City. Third Edition. St. Louis: The C. V. Mosb »y 
Company. 1041. Price, $5.50. 


BOTH clinical and fundamental data concerning the food 
requirements of infants are gathered together in this 
text. Diseases caused by malnutrition, diarrhea, dysen- 
tery, celiac disease, vomiting, colic, flatulence and gastro- 
enterospasm, constipation, allergy, prematurity, common 
infections associated with nutritional disturbances, scurvy, 
rickets, and tetany are also included. The discussion of 
these topics is brief and of great practical value. 

The basic material on nutritional elements has been 
brought up to date. The material on feeding the normal 
baby is commendably useful. 
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no task to obtain it. 

The author first distinguishes : 

and then explains and illustrates the various t) 

prose (essay, story, portrait, oration) and of poetry 

ing the purpose and method of appli cation of each 

Most doctors will read this book for pleasure, and when 
they get through, they will realize that they know 

about writing than they ever knew before. I 

price (less than that of a cheap and ephemeral novel) 

it within the reach of all. 
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SEX LIFE IN BABYLONIA. By Epwin W. se RSCH, 
M.D., Chicago: Research Publications. 1941. Price, $2.00. 
A brief essay, based upon archeologie research, intended 

to show the antiquity, and perhaps the origin, of sex fears. 

SYNOPSIS OF GENITOURINARY DISEASES. By 
Austin I. Dopson, M.D., F.A.C.S., Professor of Gene 
tourinary Surgery, Medical “ollege of Virginia, ete. 
Third Edition, with 112 Illustrations. St. Lowis: The 
C. V. Mosby Co., 1941. Price, $3.50. 

An excellent little book of the “‘compend” 
to medical students and busy practitioners. 
SYNOPSIS OF ALLERGY. By Harry L. 

A.B., M.D., Professor of Clinical Medicine, s 

University School of Medicine, etc. Illustrated. 

$3.00. 


type, valuable 


ALEXANDER, 
Price 


A good, brief summary of the best consensus on the 
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